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COLLECTIVE REVIEWS 


CURRENT STATUS OF ANTIMICROBIAL THERAPY IN 
GENITOURINARY TUBERCULOSIS 


JAMES W. FAULKNER, M.D., DAVID T. CARR, M.D., and 
JOHN L. EMMETT, M.D., Rochester, Minnesota 


HE development in recent years of 

drugs and antibiotics that are effective 

antimicrobial agents in tuberculosis has 

substantially altered the treatment of 
this disease. This is true especially in tubercu- 
losis of the genitourinary tract, in which changes 
in therapy have occurred so frequently and rap- 
idly that at times it is difficult for the practicing 
physician to keep abreast of the situation. The 
authors present a concise description of the present 
status of this disease, especially in regard to gene- 
ral management and antimicrobial therapy. Be- 
cause of the rapidity with which new drugs and 
antibiotics are being announced, it is realized that 
this summary may soon be out-of-date. 


REDUCTION IN INCIDENCE 


As is true of tuberculosis in general, the inci- 
dence of tuberculosis of the genitourinary tract in 
the United States has been declining rapidly dur- 
ing the past thirty years. This has been primarily 
the result of the great strides that have been 
made in public health, sanitation, preventive 
medicine, and general improvement in the stand- 
ard of living. Part of the reduction in incidence of 
the disease may be more apparent than real, be- 
cause of the loss of clinical interest in a “disap- 
pearing” disease. Whereas a few years ago the 
clinician’s first act when confronted with a pa- 
tient who had an infection of the urinary tract 
was to exclude tuberculosis, the modern clinician 
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seldom considers it a possibility until all measures 
to eradicate the infection have failed. 

This startling decrease in recognition of the 
disease was brought out by Medlar and his asso- 
ciates in a classic study at autopsy of 172 cases of 
tuberculosis of the genitourinary tract in men; 
this study disclosed that in only 18 of the 172 
cases had the diagnosis been made before death. 
Investigation disclosed that the apparent reason 
for this low rate of diagnosis was that only 18 per 
cent of the 172 patients had complained of geni- 
tourinary symptoms. It must be appreciated 
that any pyuria or genitourinary infection may be 
caused by tuberculosis, even if no symptoms are 
present. Medlar’s group also emphasized the 
point that the incidence of tuberculosis of the 
genitourinary tract in men more than 40 years of 
age is much greater than was realized formerly. 
Previously, this disease had been regarded as be- 
ing associated more or less with youth. 


PATHOGENESIS 


Genitourinary tuberculosis a “secondary” disease. 
In any discussion of pathogenesis, the difference 
between clinical and pathologic studies must be 
emphasized. It is obvious that pathologic studies, 
especially of material obtained at autopsy, yield 
the most accurate information, as many tubercu- 
lous lesions in the genitourinary tract are un- 
detected clinically. This was the basis for the 
statement by Simmonds concerning “the opti- 
mistic opinions of the clinician and the pessimistic 
opinions of the anatomist.” 
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Although many issues concerning the patho- 
genesis of genitourinary tuberculosis remain polem- 
ic, it is now universally accepted that urogenital 
tuberculosis is a secondary manifestation of a 
generalized disease. The previously mentioned 
studies at autopsy by Medlar and his coworkers, 
in which they demonstrated the existence of un- 
healed pulmonary tuberculosis in 93 of 172 cases 
of genitourinary tuberculosis, prompted them to 
favor the term “metastatic tuberculosis” rather 
than the concept of primary tuberculosis of the 
genitourinary system. The route of infection from 
the lungs to the kidneys is via the blood stream. 

The bilaterality of renal disease. The original 
thesis of Medlar, namely, that all renal lesions are 
bilateral originally, has stood the test of time. He 
suggested that these early, minute lesions may 
heal in one kidney and progress to open caseating 
and cavitating lesions in the other. This is borne 
out by his group’s study, which showed that in the 
miliary (early) type of renal tuberculosis the 
lesions were bilateral in 98 per cent of the cases, 
whereas in the older (caseous and cavitating) 
types, the percentage of bilateral involvement 
was only 85 and 57.9, respectively. 

Chronologic relationship of genital and renal 
tuberculosis. From a clinical point of view, much 
spirited discussion has taken place as to the 
method of infection of the genitalia. Young led 
the group of workers who were of the opinion that 
the primary focus was in the seminal vesicles, 
from which the infection spread to the other 
genital organs. Other investigators, including 
Barney and Colby, considered the epididymis to 
be the primary genital organ involved. The 
clinical observations of Bumpus and Thompson 
suggested that only 36 per cent of the patients 
who had genital tuberculosis had concomitant 
renal lesions. A pathologic study by Menville 
and Priestley indicated this figure was closer to 
50 per cent. The opinion, as expressed by recent 
workers, is growing that the original lesion occurs 
in the kidneys and that in a large number of 
cases the genital lesions result from secondary in- 
fection via the urinary passages. Borthwick 
found that renal lesions antedated genital lesions 
in 79 per cent of 241 cases of combined genital and 
renal tuberculosis; in most of the remaining cases, 
renal involvement appeared within a year. Even 
though no renal tuberculosis can be demonstrated 
clinically, it is the opinion of Lee and of others 
that the genital lesions are the result of subclinical 
or healed renal tuberculosis rather than of blood- 
borne infection. 

Again, the most reliable data come from the 
previously mentioned studies of Medlar and his 
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associates. In 172 cases of genitourinary tubercu- 
losis in males, renal involvement only was present 
in 60 per cent, renal and genital involvement to- 
gether was encountered in 29 per cent, and genital 
involvement only was noted in 11 per cent. The 
conclusions of Medlar’s group were as follows: 

The initial lesion occurs in the lungs; from there 
it reaches the kidneys as a blood-borne infection, 
causing bilateral renal lesions; these lesions may 
heal or progress. If a caseating “open” renal 
lesion results, the urine carries the infection to the 
prostate gland which becomes the site of the 
initial genital lesion. From the prostate the in- 
fection extends to the seminal vesicles and then, 
by way of the vasa, to the epididymides. 

It was the opinion of Medlar’s group that geni- 
tal tuberculosis in the male is more closely related 
to infection of the adjacent urinary organs than to 
infection carried by the blood stream. In support 
of this contention it was pointed out that the in- 
cidence of tuberculosis of the fallopian tubes in the 
female is 1.6 times greater than is that of tuber- 
culous epididymitis in the male. However, if no 
renal lesions are present, this incidence becomes 
3.8 times greater in the female in whom no com- 
munication exists between the genital and urinary 
organs. Asa corollary, the pathologic study made 
years ago by Simmonds showed that combined 
renal and genital tuberculosis was five times more 
common in males than in females. 

In support of the thesis that the prostate is the 
site of the initial genital lesion, Medlar and his 
group pointed out that it is rare for only a single 
genital organ to be affected. More than one 
organ was involved in 78 per cent of their cases, 
and in no case was there involvement of the epi- 
didymis or seminal vesicle only. However, 9 
cases were encountered in which only the prostate 
was infected. Borthwick’s clinical study of 402 
cases of tuberculous epididymitis supports this 
view; he stated that his findings “lead scarcely to 
any other conclusion than that prostatitis and 
vesiculitis precede the more peripheral genital 
lesion.” 

The study of Medlar and his coworkers also has 
brought out the fact that the older the renal 
lesion, the greater the incidence of genital infec- 
tion. This is illustrated in Table I, in which the 
miliary lesion represents the earliest stage and the 
cavitating lesion the oldest. These data concern- 
ing the pathogenesis of the disease are important 
in any consideration of therapy, as they call at- 
tention to the fact that in the majority of cases 
one is dealing with a more or less generalized in- 
volvement of the entire genitourinary system. 
This is true especially when it is considered that 
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the renal lesion in most clinical cases is already in 
the caseous stage. 


ANTIMICROBIAL THERAPY 


Definition of terms. The necessity for accurate 
appraisal of the methods and results of treatment 
of urogenital tuberculosis demands a clear under- 
standing of the terms utilized. In this article an 
attempt has been made to adhere, in the semantic 
sense, to the definitions that follow. ‘“Antimicro- 
bial therapy” includes all forms of nonsurgical 
treatment in which chemical or antibiotic agents 
or both play a part. Similarly the term “opera- 
tions done ‘under an antimicrobial screen” refers 
to procedures done subsequent to and during 
active antimicrobial therapy. “Bacterial conver- 
sion” denotes a change in results from positive to 
negative when ureteral or vesical specimens of 
urine are inoculated into guinea pigs or artificial 
culture mediums in an attempt to demonstrate 
Mycobacterium tuberculosis. Negative results of 
smears are not considered to be sufficient evidence 
to indicate that conversion has taken place. Fur- 
thermore, bacterial conversion was deemed the 
most significant evidence of a satisfying thera- 
peutic result. The term “clinical arrest” is care- 
fully avoided and, whenever used, conversion is in- 
tended to refer to bacterial conversion. “Initial 
conversion” applies to a change from positive to 
negative in results of bacteriologic studies that 
takes place during or immediately after treat- 
ment. ‘Late conversion” must be qualified ac- 
cording to the interval between treatment and 
evaluation; it might better be referred to as 
“persistence of conversion.” 

The size of the renal lesions is arbitrarily de- 
fined by pyelographic (retrograde) measures. A 
small lesion is one in which tubercle bacilli are 
present in the kidney as determined bacteriolog- 
ically but which has produced no change in the 
pyelogram. A medium-sized lesion is one that 
presents positive bacteriologic findings and pyelo- 
graphic evidence of destruction of as much as an 
estimated 25 per cent of the renal substance. A 
large lesion produces demonstrable tubercle bacilli 
and shows renal damage ranging from more than 
25 per cent of the kidney to total destruction, as 
estimated by retrograde pyelography. 

For the sake of brevity in this article strepto- 
mycin is abbreviated to SM, dihydrostreptomy- 
cin to DHS, and para-aminosalicylic acid to PAS. 

Drugs and antibiotics available for treatment. 
Many drugs and antibiotics have been tried and 
discarded in the treatment of tuberculosis. The 
list included chaulmoogra oil (38), neomycin (9), 
mycomycin (13), viomycin (16), terramycin, the 
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TABLE I.—RELATIONSHIP OF THE TYPE OF 
RENAL LESION TO BILATERALITY AND THE 
INCIDENCE OF GENITAL INFECTION IN 172 
CASES OF GENITOURINARY TUBERCULOSIS 

(FROM MEDLAR AND ASSOCIATES) 
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Miliary 65 98 13 
Caseous 23 86 52 
Cavitating 12 58 100 








sulfones (17), such as diasone and promin, and 
the thiosemicarbazones (32). Most of these drugs 
have been discarded because of ineffectiveness or 
excessive toxicity. SM, DHS, and PAS have 
proved to be effective in most cases and at 
present are in widespread use. It is now conceded 
by most investigators that SM and DHS are 
comparable in efficacy and incidence of untoward 
reactions (1). 

A recent newcomer to the field that shows much 
promise is hydrazide of isonicotinic acid (isonia- 
zid). This substance has produced encouraging 
results both in vitro and in vivo. It offers an 
easily produced, effective, inexpensive, and well 
tolerated weapon against tuberculosis. The oral 
route of administration with relatively small 
dosage simplifies therapy; this is in contrast to 
the necessity for large doses of PAS, which pa- 
tients at times find intolerable. Definitive ap- 
praisal of this drug is not possible at present, but 
its effectiveness against Mycobacterium tubercu- 
losis would appear to approach that of SM. When 
it is used alone, bacterial resistance develops at a 
rate comparable with that experienced after the 
use of SM alone. However, isoniazid in combina- 
tion with SM may prevent the emergence of re- 
sistant strains at least as well as does PAS (7). 
The incidence of significant reactions of toxicity 
is probably in the range of 1 per cent. 

Neurotoxic reactions have been the most serious 
ones produced by isoniazid. These have included 
peripheral neuritis, nervousness, insomnia, con- 
vulsions, and psychoses (2-18). Convulsions have 
been most frequent in patients who present a 
history of a convulsive disorder; they may be pre- 
vented by the concurrent administration of an 
anticonvulsant drug (33). Other reactions include 
dermatitis, drug fever, asthma, jaundice, renal 
damage, blood dyscrasia, and arthralgia. Fortu- 
nately, most of these reactions subside when use 
of the drug is discontinued. Because isoniazid is 
excreted through the kidneys, toxic reactions are 
more apt to occur when renal function is im- 
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paired. In such cases the dose of the drug should 
be adjusted so as to avoid the accumulation of 
toxic amounts. The optimal dose is not yet 
known, but the generally recommended dose for 
adults is from 150 to 300 milligrams per day. 


PROBLEMS IN ANTIMICROBIAL THERAPY WITH SM, 
DHS, AND PAS 


The emergence of resistant strains. The evalua- 
tion of the therapeutic effectiveness of SM and 
DHS, as well as the solution of problems in- 
herent in their administration, constitutes an 
interesting as well as a brilliant epoch in modern 
medicine. Early in the use of these drugs it was 
found that resistant organisms emerged in at 
least a third of the patients who received 1 gm. 
of SM daily for 6 weeks, while such emergence 
occurred in nearly all patients if such treatment 
was continued for 120 days (35-39). This situa- 
tion has resulted in the current mode of therapy, 
which combines SM or DHS with PAS. PAS, 
although much less effective than SM when used 
alone (11), has proved to be exceedingly effective 
in preventing the emergence of resistant strains 
of organisms when it is used in combination with 
SM (41). Present modes of treatment call for 
intramuscular injections of SM or DHS in doses 
of 1 or 2 grams given every third day, or three 
times a week, with a daily oral dose of 16 grams 
of sodium PAS. Such a program can be main- 
tained for months or years with a minimal inci- 
dence of bacterial resistance. 

It is well to mention “resistance” and “sensitiv- 
ity tests.” Cultures for acid-fast bacilli now rival 
the inoculation of guinea pigs in accuracy and 
are done more inexpensively and rapidly. Direct 
tests for sensitivity may be done, but, in general, 
it is preferable to determine the sensitivity of 
the organisms after isolation by cultural means. 
Formerly it was considered that resistance of these 
organisms to 10 micrograms of SM per milliliter 
of culture medium indicated that therapy with 
SM would be valueless. At present, it is con- 
sidered worth while to continue treatment unless 
resistance to 100 micrograms of SM per milliliter 
of culture medium is present; however, reports 
are available of successful results in vivo when 
therapy was continued despite almost total re- 
sistance as demonstrated by tests in vitro (29). 

Toxicity. It soon became evident that the con- 
centration of SM in the blood at any given time 
was the most important factor concerned with 
toxicity. Close checks of renal function by de- 
terminations of values for blood urea and occa- 
sionally by studies of urea clearance became 
routine when it was learned that the excretion 
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of SM via the kidneys could produce renal 
damage. Damage of the kidneys prevented the 
effective excretion of SM and allowed its ac- 
cumulation in the blood. The resultant increase 
in the blood level for prolonged periods frequently 
produced damage to the eighth cranial nerve 
which involved both vestibular and cochlear 
components (36). To protect these structures, 
periodic checks of the cochlear apparatus are 
provided by audiographic studies done prior to 
and at bimonthly intervals during therapy. At 
these same times, the vestibular component is 
tested by means of a quantitative caloric test 
(Kobrak method) (8). Needless to say, close 


questioning of the patient for symptoms of 
vertigo, tinnitus, or loss of hearing may reveal 
impending damage, the presence of which can be 
substantiated by these tests. 


GENERAL APPRAISAL OF THE RESULTS OF 
ANTIMICROBIAL THERAPY 


An evaluation of the results of current anti- 
microbial therapy must take into consideration 
the extent and degree of involvement of the in- 
dividual organs of the genitourinary tract. It is 
of interest to note the general trend and to survey 
the problem as a whole. Such a survey has been 
made by Lattimer (19), whose report of cases in 
the Veterans Administration represents the larg- 
est series in the literature. He reported a study 
on 103 male patients who had renal tuberculosis 
in all stages and who were treated with 1 to 2 gm. 
of SM daily for 120 days. In 70 per cent of these 
cases, initial conversion was demonstrated. This 
conversion persisted for 2 years after the cessa- 
tion of therapy in 40 per cent of the cases. It 
was his belief that “their chances of remaining 
permanently negative are now fair.” Nesbit and 
Thirlby, summarizing data on 64 patients who 
had renal tuberculosis and who received 2 gm. 
of SM daily for go days, reported that conversion 
was obtained in 70 per cent of the patients and 
has been maintained for periods varying from 6 
months to 2 years after treatment. Numerous 
other reports based on smaller series state that, 
despite failure to obtain lasting bacterial con- 
versions, the majority of patients showed sub- 
jective and objective benefit, manifested by a 
gain in weight and strength and a decrease in 
troublesome symptoms. 


THE RESULTS OF TREATMENT CORRELATED 
WITH THE SIZE OF THE RENAL LESION 


The efficacy of antimicrobial treatment of renal 
lesions is inversely proportional to the size of the 
lesion. Particularly susceptible to treatment are 
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the lesions which are too small to be revealed 
pyelographically but which continue to be the 
source of acid-fast bacilli in the urine. When 
such lesions are unilateral, Lloyd was of the opin- 
ion that combined therapy with SM and PAS 
offers an 80 per cent chance for cure. Lovelock 
reported that all of 10 such patients who were 
treated with 2 grams of SM daily for 120 days 
were still free from Mycobacterium tuberculosis 
after 2 years. Nesbit and Thirlby produced 
persistent bacterial conversions in 72 per cent 
of 25 similar cases. Lattimer classified renal 
lesions according to size and, by means of a 
standard method of therapy, obtained the re- 
sults outlined in Table IT. 

The small incidence of success in the treatment 
of large renal lesions is also substantiated by 
other workers (15). Lovelock indicated that, 
although initial conversion was often encouraging, 
such conversion persisted for a period of 2 years 
in only 25 per cent or less of the cases. Lhez and 
Bimes, among others, have demonstrated that 
pathologic study of kidneys containing large 
lesions which were removed after therapy with 
SM revealed attempts at healing by fibrosis and 
failure of these attempts because of the extent of 
the destruction. 

Lesions that demonstrate pyelographic de- 
formity but suggest destruction of less than 25 
per cent of the kidney are the type most com- 
monly encountered by the urologist. These are 
the so-called medium-sized lesions. When such 
lesions were unilateral, Lloyd, in a study of 22 
patients, found that combined therapy with SM 
and PAS preoperatively and postoperatively 
raised the “cure rate” after nephrectomy from a 
range of 50 to 60 per cent to a range of 70 to 80 
per cent. Rinker stated that lesions exhibiting 
moderate ulceration and cavitation may “heal” 
in a fair percentage, while Nesbit and Thirlby 
reported that 12 of 15 patients who had such 
lesions responded well to SM and nephrectomy, 
while only 2 of 6 other patients treated with SM 
alone converted for a long period. 


RESULTS OF ANTIMICROBIAL THERAPY IN 
BILATERAL RENAL LESIONS 


In the past, bilateral lesions afforded an ex- 
tremely poor prognosis because the possibility 
of surgical eradication of the disease was almost 
nil. Attempts at treatment by surgical removal 
of the “more involved kidney” had proved 
extremely disappointing and the procedure had 
been more or less condemned. With the advent 
of antimicrobial therapy, this outlook has im- 
proved greatly. Needless to say, the results de- 
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TABLE II.—RESULTS OF ANTIMICROBIAL THER- 
APY CORRELATED WITH SIZE OF RENAL 
LESION 
(FROM LATTIMER, IQ) 
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Medium Pyelogram suggests renal 50 
destruction, minimal up 
to 25 per cent 

Large Pyelogram suggests de- 10 


struction of more than 25 
per cent of the kidney 





pend in large measure on the degree of involve- 
ment of the respective kidneys. When a great 
difference exists in the degree of involvement of 
each kidney and nephrectomy can be done for 
the kidney that is more involved, antimicrobial 
therapy has been of great value. This is true 
especially if the remaining kidney, although in- 
fected, shows no pyelographic changes. Of 13 
such patients studied by Nesbit and Thirlby, 8 
were free of bacteria from 6 months to 2 years 
after the discontinuance of treatment. Weston 
reported a case in which treatment for bilateral, 
medium-sized lesions was carried on for a year 
and in which bacterial conversion and pyelo- 
graphic improvement were present. The con- 
version had persisted for 6 months after discon- 
tinuance of the therapy at the time of his report. 
Rinker described an almost identical case. Ad- 
vanced bilateral lesions, in contrast, show poor 
response to any therapy, although substantial 
symptomatic relief often is obtained and the 
survival time in these cases may be prolonged 
materially. 


TUBERCULOUS URETERITIS 


Involvement of the ureters leading from a 
diseased kidney should not be disregarded. Rinker 
pointed out that involved ureters and bladder 
show more extensive response to antimicrobial 
therapy than do renal lesions because they 
possess a better supply of blood. This response, 
usually in the form of fibrosis, may result in 
autonephrectomy from the ureteral obstruction. 
Ross and his associates mentioned that the prog- 
nosis is unfavorable in infected kidneys that give 
evidence of hydronephrosis because, with ureteral 
healing, the resultant stenosis may produce com- 
plete obstruction. Rinker reported 4 cases in 
which the complication of an impassable stricture 
appeared during or shortly after therapy with 
SM. Although the ureter opened later in most 
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of the cases, during the time of its occlusion false 
negative bacteriologic results were obtained. In 
1 of these cases, the kidney had been the site of 
an autoheminephrectomy because of partial 
fibrotic occlusion of the renal pelvis. He further 
stated that he has never seen a relapse that 
could not be explained on a mechanical basis. 


TUBERCULOUS CYSTITIS 


Even the least enthusiastic observers are willing 
to acknowledge the value of SM and related 
therapeutic regimens in tuberculous cystitis. 
Jacobs and Borthwick pointed out, however, that 
although definite beneficial effects can be ob- 
served from the treatment of secondary tubercu- 
lous cystitis, the degree of the benefit depends on 
the presence and relative severity of the disease 
in the kidneys. Consequently, they and others 
found that the best results are obtained in uni- 
lateral renal tuberculosis with associated cystitis 
when the involved kidney is surgically extirpated. 
Vesical improvement often is rapid and may be 
evident after only 3 to 4 weeks of treatment. 
Healing of ulceration, leaving only slight injection 
of the mucosa, is noted (12). Vesical contractures, 
however, are not helped, and reports of ac- 
centuation of the contracture are available (14). 
Nesbit and Thirlby mentioned 14 cases of sec- 
ondary tuberculous cystitis; 7 of these were 
associated with unilateral renal tuberculosis 
treated by nephrectomy and 7 were associated 
with infected, although pyelographically nega- 
tive, kidneys. In 11 of these 14 cases, treatment 
caused remissions lasting from 6 months to 4 
years. 

GENITAL TUBERCULOSIS 

The value of antimicrobial agents in the treat- 
ment of tuberculosis of the female genital tract, 
especially when such treatment is combined with 
operative procedures, has been described par- 
ticularly in the French literature. Preoperative 
and postoperative antimicrobial therapy permits 
the surgeon to carry out more “curative” pro- 
cedures with a definite reduction in morbidity 
and postoperative complications such as perito- 
nitis, fistulas, and draining sinuses (22). More 
recently, such therapy in tuberculosis of the male 
genitalia has received growing enthusiasm (30). 

Lattimer was of the opinion that the best re- 
sults are obtained in cases in which only genital 
lesions can be demonstrated clinically. Eight 
of ro such patients treated by him were bac- 
teriologically and clinically well 2 years after the 
cessation of treatment. He mentioned that ex- 
amination after treatment still revealed nodularity 
of the prostate and epididymides, which might 











represent quiescent lesions. Lattimer considered 
that the cases in which most resistance to anti- 
microbial therapy is noted are those in which both 
renal and genital lesions can be demonstrated 
clinically. This substantiates the opinion ex- 
pressed by Medlar, namely, that such instances 
represent cases in which the disease is extremely 
long-standing and extensive. 


THE RESULTS OF ANTIMICROBIAL THERAPY IN 
55 PATIENTS SEEN AT THE MAYO CLINIC 


In private institutions such as the Mayo Clinic, 
where treatment is given to patients who live at 
varying distances, it has proved impossible to 
follow up and control the therapy in the majority 
of cases. We have, however, been able to collect 
records of a group of 55 patients who had renal 
tuberculosis and who have been treated with 
antimicrobial agents; follow-up studies are avail- 
able for 1 to § years after cessation of therapy. 
From a study of these cases we acknowledge 
few conclusions, but we consider that our observa- 
tions merit recording. 

Of these 55 cases, 18 represented unilateral 
renal disease with an apparently normal (bac- 
teriologically and pyelographically) contralateral 
kidney. In 37, the disease was bilateral or else 
tuberculosis was present in the remaining kidney 
after a previous nephrectomy had been per- 
formed. 

Unilateral renal tuberculosis. In the 18 patients, 
urine obtained from the contralateral kidney 
was found to be bacteriologically negative by 
culture or guinea pig studies, or both. Of these 
patients, 14 had nephrectomy under an anti- 
microbial screen and 12 of the 14 (85 per cent) 
demonstrated persistence of the bacterial con- 
version when examined 1 year or more after 
treatment was completed. Of the 4 patients who 
had unilateral involvement and who were treated 
with antimicrobial agents alone, 2 remained con- 
verted bacteriologically for 1 year or more; in 
both of these patients, the infected kidney was 
negative pyelographically. The data on these 
4 patients are summarized in Table ITI. 

Bilateral renal tuberculosis. In 12 of the 37 
patients in this group, Mycobacterium tuber- 
culosis was found in the specimens of urine from 
both kidneys; the remaining 25 patients had 
tuberculosis in the remaining kidney after previous 
nephrectomy. This group included 2 patients 
with tuberculosis in an apparently congenital 
solitary kidney. In 8 (66%) of the 12 patients 
with bilateral nonsurgical renal tuberculosis treat- 
ed by antimicrobial agents alone, persistence of 
bacterial conversion for 1 year was obtained. It 
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TABLE III.—RESULTS IN 4 PATIENTS WITH UNI- 
LATERAL RENAL TUBERCULOSIS TREATED 
BY ANTIMICROBIAL AGENTS ALONE: CORRE- 
LATION WITH SIZE OF LESION AND TYPE 
AND DURATION OF TREATMENT 
































Treatment 
Patient | Size of lesion Duration Results 
Method in days 
I Medium SM—1 gm. 170 Relapse in 6 
daily months 
2 Small (pyelo-| SM—2 gm. 180 Bacteriologically 
gram negative) daily negative at 18 
months 
3 Small (pyelo-| SM—1 gm. 189 Bacteriologically 
gram negative) daily negative at 31 
PAS—12 gm. months 
daily 
a Medium SM—1 gm. 60 Failure 
daily 








was noted that the major lesion was of medium 
or large size in all 4 patients who failed to convert 
or remain converted (Table IV). 

Of the 25 patients who had tuberculosis in a 
remaining kidney, 12 (48%) remained bacteri- 
ologically converted for at least 1 year after 
therapy was discontinued. The size of the lesion 
in the remaining kidney appears to be important. 
For instance, 8 of the entire group of 25 patients 
were considered to have small lesions (bacteri- 
ologically positive but not associated with pyelo- 
graphic changes), and of these, 6 (75%) responded 
favorably. Of the remaining 17, in whom pyelo- 
graphic changes were associated with medium- 
sized or large lesions, only 6 (35%) showed per- 
sistence of bacterial conversion for at least 1 year. 
We have correlated the results in these cases with 
the size and extent of the lesion in the remaining 
kidney. The kidney that had been removed pre- 
viously was considered to have minimal influence 
on the end result. A summary of these 37 patients 
is shown in Table IV. 

Genital tuberculosis was demonstrable clinically 
in 30 per cent of the 18 patients with unilateral 
renal disease, and in only 22 per cent of the 37 
with bilateral renal disease. It must be empha- 
sized, however, that genital tuberculosis does not 
lend itself to accurate clinical recognition. 

Treatment. In order to evaluate results at least 
a year after antimicrobial therapy, patients treated 
during the years 1947 to 1951, inclusive, were 
studied. The pattern of therapy in our series of 
cases varied widely from daily administration of 
SM alone for as short a period as 6 weeks (1 case) 
to a combined program of daily use of PAS and 
thrice weekly administration of SM for periods 
up to 18 months. 
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TABLE IV.—BILATERAL RENAL TUBERCULOSIS: 
RESULTS OF ANTIMICROBIAL THERAPY COR- 
RELATED WITH SIZE OF LESION IN “MORE 
INVOLVED” OR REMAINING KIDNEY 





. - J Persistence of, 
Cases Size of lesion Cases |bacterial conversion 
after 1 year 


Extent of 
disease 





bs Small (pyelograph- 
Both kidneys ically negative) 4 4 
infected (no} 12 


operation) 





Medium 7 4 





Large I ° 





Small (pyelograph- 




















Remaining kid- ically negative) 8 6 
ney infected} 25 
(postnephrec- Medium II 5 
tomy) 
Large 6 I 





DIAGNOSIS AND FOLLOW-UP 


Much has been written in the era before anti- 
microbial therapy concerning the proper methods 
of diagnosis in genitourinary tuberculosis. Con- 
troversy centered around the need for, and the 
risk to the patient of such procedures as cystoscopy, 
ureteral catheterization, and retrograde pyelog- 
raphy. The advent of improved methods of anti- 
microbial treatment has made many of these 
problems irrelevant. With the present availability 
of SM, PAS, and isoniazid, thorough investiga- 
tion of the genitourinary tract, including ureteral 
catheterization and retrograde pyelography, is 
considered necessary in order to evaluate ac- 
curately the extent of the disease and the indicated 
type and duration of therapy (31). Cystoscopy 
with the patient under general anesthesia is pre- 
ferred because less trauma to the bladder and 
ureters is likely than when this procedure is done 
with the aid of local anesthesia. Follow-up studies 
during treatment will, of course, present individual 
problems. The necessity for repeated cystoscopic 
examinations and pyelograms depends on the 
characteristics of each case. It is necessary to 
perform periodic cultures of urine and to test the 
sensitivity of the organisms that are found. As 
previously mentioned, smears of centrifuged urine 
are of no value in determination of the bacterial 
conversion, although positive results of smears 
stained by means of the Ziehl-Neelsen technique 
or with auramine indicate persistence of infection. 
Ureteral catheters should always be plugged with 
pins before passage so that they are not filled 
with infected vesical urine. It is, of course, im- 
portant that patients who have undergone bac- 
teriologic conversion be followed up for many 
years before the possibility of permanent conver- 
sidn is entertained. 
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THE ROLE OF ANTIMICROBIAL THERAPY 


Antimicrobial therapy as an adjunct to operation. 
Histologic evidence of failure of total healing in 
large caseous or cavitating renal lesions indicates 
the necessity for further measures in such cases. 
“Surgical removal of irreversible lesions and 
antimicrobial treatment for reversible lesions” is 
a dictum that will become more common in the 
literature as time goes on. Surgical extirpation of 
tuberculous tissue is still the procedure of choice 
in unilateral renal lesions of medium or large 
size. A number of smaller but pyelographically 
demonstrable lesions have been treated solely 
by antimicrobial methods. The results have not 
been so satisfactory as when operative procedures 
are used in combination. 

In cases of bilateral renal involvement in which 
one kidney shows no pyelographically evident 
disease or an extremely small lesion and the other 
kidney is the site of a major lesion, removal of the 
greatly diseased kidney under an antimicrobial 
screen appears advisable in the hope that the 
infection in the remaining kidney will respond 
favorably to medical measures. 

Unilateral renal tuberculosis is best treated by 
nephrectomy under an antimicrobial screen, fol- 
lowed by a relatively long course of antimicrobial 
therapy. The duration of such postoperative 
therapy will be discussed subsequently. Interest- 
ing reports of heminephrectomies for renal tuber- 
culosis with maximal preservation of the renal 
tissue have been made by several authors, includ- 
ing Chauvin and Chauvin. Some patients subject- 
ed to this procedure had demonstrated persistence 
of bacterial conversion for as long as 9 months at 
the time of the report. 

Some disagreement remains concerning the 
most advisable treatment for genital lesions. 
Encouraging reports have raised an issue con- 
cerning the necessity for operation in all cases. 
Operative procedures are of particular merit for 
the treatment of advanced lesions refractory to 
antimicrobial agents. In these cases, the best 
results are obtained when surgical and medical 
methods are used together. 

A wealth of evidence attests to the efficacy of 
the antimicrobial screen in the prevention of dis- 
semination secondary to the handling of diseased 
tissue at operation. The use of this screen has 
also reduced the morbidity and the incidence of 
postoperative sinuses; it has permitted the per- 
formance of such procedures as heminephrectomy 
without undue risk to the patient (3). 

Antimicrobial therapy without operation. Small 
renal lesions that are the source of tubercle bacilli 
but do not reveal themselves pyelographically 


lend themselves well to antimicrobial therapy. 
Lattimer reported that in only 10 per cent of such 
cases does bacterial conversion fail to occur. In 
some patients who have bilateral medium-sized 
lesions of renal tuberculosis, the extent of damage 
to both kidneys may make nephrectomy inad- 
visable. Under such circumstances, good results 
from the use of antimicrobial agents alone have 
been reported. However, such good results may 
be temporary, as many patients who have lesions 
of this degree undergo relapse later. Long-term 
oe may offer additional hope in such cases 
20). 

Advanced bilateral disease in which the lesions 
are large responds poorly to any known treat- 
merit. Many patients who have such extensive 
damage, however, may be kept reasonably com- 
fortable for long periods by means of antimicrobial 
therapy, even though the urine continues to show 
the presence of Mycobacterium tuberculosis. 


SANATORIUM CARE 


The necessity of care in a sanatorium is a prob- 
lem that needs review in the light of newer therapy. 
Although prolonged periods of rest in bed always 
have been conceded to be of great value in tuber- 
culosis of the lungs and of the bones and joints, 
some workers have questioned the efficacy of such 
rest in genitourinary disease. It would appear 
that as antimicrobial treatment gains in effective- 
ness, the stringency of care in a sanatorium will 
be decreased in some measure, although drug 
therapy is far from entirely supplanting the older 
methods. General measures to promote health, of 
course, must not be forgotten in the treatment 
of this disease. 


THE MANAGEMENT OF RELAPSES 


Failure to maintain bacterial conversion usually 
becomes evident within 6 months after treatment 
has been completed. In such cases, another course 
of therapy should be considered. Nesbit and 
Thirlby gave 18 patients who had undergone 
relapse a second course of treatment consisting of 
1 gram of SM daily for 90 days. Of these 18 
patients, 9 (50%) responded favorably, as re- 
corded in a short-term follow-up. It would appear 
that patients who experience relapses might bet- 
ter be candidates for prolonged courses of com- 
bined therapy extending for periods of 2 years 
or even more. 


PRACTICAL SUGGESTIONS FOR THERAPY 


Length of treatment. It is current opinion 
that the duration of antimicrobial therapy must 
be increased substantially. Modern treatment 
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with combinations of SM, PAS, and isoniazid 
permits long periods of therapy with a small 
incidence of bacterial resistance or toxic mani- 
festations. Instead of thinking in terms of 3 or 4 
months, physicians should now consider the use 
of therapeutic periods of 8 months to 2 or 3 years. 
In surgical cases, at least 2 to 4 weeks of pre- 
operative treatment should be given. In cases of 
genital disease, this preoperative medication 
often permits maximal regression and facilitates 
the surgical procedure. The duration of post- 
operative therapy depends on the individual 
case. After nephrectomy for unilateral renal 
tuberculosis, at least 6 months of treatment should 
be required. In bilateral renal disease with or 
without operation, 2 or even 3 years of anti- 
microbial therapy should be considered. 

Choice of an antimicrobial agent.The combination 
of SM or DHS and PAS has demonstrated con- 
clusively its effectiveness in the treatment of 
tuberculosis. Our regimen utilizes 1 gram of DHS 
administered intramuscularly 3 times weekly, 
combined with the daily oral administration of 16 
grams of sodium PAS. Such a schedule obviates 
in large measure the hazards of toxicity and re- 
sistance to the drug. The often bothersome prob- 
lem of ingestion of this amount of PAS daily 
may be solved by alternation of the tablet, the 
freshly prepared liquid, and the granular forms 
of the drug. At times the patient finds himself 
unable to tolerate it in any preparation. In such 
instances, abstinence from PAS for several days 
may permit resumption of the medication. 

It is hoped that isoniazid will prove sufficiently 
efiective to replace PAS in combined therapy. 
The small oral dose of 150 to 300 milligrams daily 
makes it well tolerated by the patient. Use of 
isoniazid alone has been advocated by some op- 
timistic workers. Development of bacterial re- 
sistance to the drug has indicated, however, that 
its optimal therapeutic effect will be observed 
when it is used in conjunction with SM. 


SUMMARY 


Tuberculosis of the urinary or genital tract 
represents a systemic manifestation of a general- 
ized disease in which the primary focus is almost 
always pulmonary. The advent of newer meth- 
ods of combined antimicrobial therapy and of 
more efficient antituberculotic agents, such as 
streptomycin, dihydrostreptomycin, para-amino- 
salicylic acid, and isoniazid, has been of great 
value. Such agents may be used with or without 
associated surgical procedures. 

Results of treatment in 55 cases of both uni- 
lateral and bilateral renal tuberculosis encoun- 
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tered at the Mayo Clinic are summarized briefly. 
Surgical removal of tuberculous tissue is still the 
procedure of choice in unilateral tuberculous 
renal lesions of medium or large size; the opera- 
tion should be followed by a relatively long course 
of antimicrobial therapy. Smaller but still pyelo- 
graphically evident unilateral lesions have been 
treated solely by antimicrobial methods but re- 
sults have not been so good as when operative 
procedures are used in combination. Small uni- 
lateral lesions that are not demonstrable by pye- 
lography generally lend themselves well to anti- 
microbial therapy. 

When bilateral renal tuberculosis is minimal, 
good results from the use of antimicrobial agents 
alone have been reported. Advanced bilateral 
disease responds poorly to any known treatment. 
Patients who experience relapses might be given 
prolonged courses of combined antimicrobial 
therapy for periods of 2 years or more. 
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STRESS INCONTINENCE IN THE FEMALE 


JOHN €. ULLERY, M.D., F.A.C.S., Philadelphia, Pennsylvania 


TRESS incontinence is an intriguing and 
complex condition that has challenged 
gynecologists and urologists for many 
years. This article is a result of some of the 

experiences gained in the study of this problem, 
along with a review of the anatomical background, 
the embryology, anatomy, and histology of the 
urethra and its related structures. Also included 
are the physiology of urination, the physiology of 
continence, as well as the etiology of stress incon- 
tinence, diagnosis, and treatment. 

Definition. Stress incontinence in the female 
may be defined as a loss of urine through the in- 
tact urethra under certain conditions which 
cause an increase in intra-abdominal pressure. 
Some examples are coughing, sneezing, laughing, 
and, under some conditions, certain types of emo- 
tion. It may be mild or severe. The frequency of 
occurrence of this condition is difficult to estimate 
and no statistics are available which give an ac- 
curate index of occurrence. Gainey, however, 
states that poor control of the bladder outlet is 
observed in approximately 5.5 per cent of all 
adult women. This includes patients with slight 
to moderate or severe complaint. If careful 
histories were elicited on all female patients as 
to the question of their control of the bladder, one 
could get a much more definite idea of the fre- 
quency of occurrence. 

Types of Stress Incontinence. There are two 
types—the congenital and the acquired. The 
latter type is subdivided into the postpartum, 
postmenopausal, and postoperative varieties. 

Anatomy. In order to have a better under- 
standing of the etiology of stress incontinence, a 
review of the embryology, anatomy, and histology 
of the urethra is essential. In the past there has 
been much confusion as to the terminology and 
lack of interpretation of perineal pelvic anatomy. 
However, with the development of special stain- 
ing techniques of the anatomical specimens, es- 
pecially Milligan’s trichrome stain or Mallory’s 
stain, connective tissue and smooth and striated 
muscle fibers can now be well differentiated. 

Embryology of the urethra. The origin of the 
development of the urethra goes back embryologi- 
cally to the formation of the cloaca. In the early 
stages of development the cloaca divides and con- 
sists of a dorsal limb which forms the rectum and a 
ventral limb which forms the genitourinary 
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portion. The genitourinary portion has three 
parts—the vesicourethral or urinary portion, a 
narrow pelvic portion, and the phallic portion. 
The mesonephric (wolffian) ducts open into the 
vesicourethral portion of the cloaca. These meso- 
dermal ducts with their ureteral buds form the 
base of the bladder. The remaining part of the 
bladder and the whole of the urethra is formed 
from the vesicourethral, or urinary, portion of 
the cloaca. The perineal body is a remnant of 
the urorectal septum. The femal urethra consists 
of that portion corresponding in the male to the 
area proximal to the prostatic utricle or, in other 
words, it is compared with the prostatic portion 
of the male urethra as its homologue. 

Gross anatomy of the urethra. The urethra 
varies in length from 3 to 5 centimeters, with an 
average of 4.1 centimeters, according to Everett. 
In the past 6 months, we have measured the 
length of the urethra in 25 adult females with 
normal bladder control and found the average 
length to be 3.9 centimeters. The urethra as- 
sumes an angle of 16 degrees from the external 
to the internal meatus. This is calculated against 
multiple plotted points, with the anterior vaginal 
wall as a base line. Of special interest in regard to 
this normal angle was a study in 5 patients with 
stress incontinence. The angle in these cases 
varied from o to 10 degrees. In other words, 
then, in the small number of patients examined 
with stress incontinence, the urethra was found 
to be slightly shorter than normal, and the angle 
of inclination of the urethra from the external to 
the internal meatus was less than the 16 degrees 
that the normal patient shows. In the lower 
two-thirds of the urethra from the internal 
meatus to the external meatus, the urethra is 
inseparable from, and an integral part of, the 
anterior vaginal wall. The bulbocavernosus 
muscle lies along the lateral sides of the urethra 
in the region of the external meatus. Adjacent 
but more superior and more posterior along the 
course of the urethra one finds the ischiocavernosus 
muscle. Fibers from these muscles are inseparable 
at some points. Furthermore, they appear to 
be closely adherent to the tissue over the superior 
surface of the urethra. The levator ani muscle, 
including the pubococcygeus portion, is lateral to 
the urethra and its fascia adheres very closely to 
the external surface of the urethra. 
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Many heavy fibrous bands of tissue lie along 
both sides of the urethra in the region of the 
juncture of the middle and upper thirds, and 
along the anterolateral surface of the anterior 
vaginal wall to form a fibrous structure which 
inserts into the pubic ramus on each side—pubo- 
prostatic or pubourethral ligaments. 

The female urethra from the internal meatus 
to the external meatus may be said to penetrate 
three layers of the pelvic outlet, and although 
they are not distinct for the purposes of descrip- 
tion, they can be divided into three diaphragms. 
Fibers from each become intimately associated 
with the urethra. For an anatomical description 
they may be classified as follows: 

1. The superficial diaphragm which consists 
of the bulbocavernosus muscle, the _ ischio- 
cavernosus muscle, the superficial transverse 
perineal muscle, and the pubococcygeus muscle 
of the levator ani (laterally). 

2. The puboprostatic ligaments (urogenital 
diaphragm) and at the same level the deep trans- 
verse perineal muscle. Fibers from the deep 
transverse perineal muscle and probably the 
bulbocavernosus and ischiocavernosus muscles 
form the striated fibers of the voluntary muscle 
of the sphincter of the urethra (external urethral 
sphincter). 

3. The pelvic diaphragm, or connective tissue 
which is continuous with the endopelvic fascia. 
It is questionable if this is the pubovesical cervical 
fascia previously described. It may be that dif- 
ferential stains do not outline it as such. The 
fascia at this level is probably part of the para- 
metrial fixation apparatus, supporting the bladder 
neck and cervix. 

Histology of the urethra. Briefly, the urethra 
may be said to consist of four divisions: 

1. The mucous membrane which develops 
many longitudinal forms or folds. The shape of 
its lumen varies from crescentric to stellate. The 
epithelial lining varies; it is of a stratified squa- 
mous nature at the external urethral meatus, 
changing to a pseudostratified type, and, finally, 
near the bladder neck, transitional epithelium 
is found. 

2. The inner or second layer is composed of 
the longitudinal smooth or nonstriated muscle 
fibers. They originate in the region of the external 
urethral meatus and as they approach the vesical 
neck, they extend into the bladder wall as they 
intermingle with the circular muscle fibers. The 
longitudinal fibers of the urethra are continuous 
with the corresponding layer of the bladder. 

3. The third layer, or circular smooth, non- 
striated muscle begins in the lower third of the 


INTERNATIONAL ABSTRACTS OF SURGERY 


urethra. The fibers are sparse and surround the 
entire urethra. 

4. The fourth layer consists of bands of con- 
nective tissue which cross obliquely and anteriorly 
around the urethra and connect with the symphysis 
anteriorly. They are composed of elastic and 
areolar tissues. Fibers of the ischiocavernosus 
and bulbocavernosus muscles can be seen in this 
layer. The fibers of the second and third layers, 
namely, the longitudinal and circular muscles, 
are nonstriated fibers and thus are involuntary 
in action, whereas fibers of the muscles in the 
fourth, or connective tissue, coat (arising from 
the bulbocavernosus and ischiocavernosus mus- 
cles) are striated, or voluntary muscles. Also 
in this area are rich plexuses of vessels (largely 
veins), the so-called “spongiosa” area. It is be- 
lieved that this area is a factor in continence. 
By its engorgement it may aid in closing off the 
urethra and prevent the escape of urine. All of 
these layers of the urethra have an important 
bearing on the physiology of urination and on the 
physiology of continence. 

The physiology of urination and the physiology 
of continence are very complex and not com- 
pletely understood. In micturition the bladder 
and urethra probably function as a unit. The 
unit may be likened to a lever of the first class, 
the bladder at one end, the external urethral 
meatus at the other end, and the ligaments and 
muscles supporting the bladder acting asa fulcrum. 
When the bladder is sufficiently full, sensation is 
perceived cerebrally through the visceral afferent 
nerves. Cord reflex with modulation through 
cerebral control initiates the response for voiding 
through the parasympathetic nervous system. 
Increase in intra-abdominal pressure accompanied 
by contraction of the bladder and smooth muscle 
of the urethra results in a reduction of the bladder 
capacity, and at the same time an increase in the 
intravesical pressure. The urethra shortens through 
contraction of the longitudinal fibers of the urethra, 
and because the longitudinal fibers are closer 
to the lumen, there is a concentric displacement 
of the circular fibers which are also in a state of 
tonus. Asa result, the lumen is opened, allowing 
the urine to escape. 

Closure of the urethra, making the individual 
continent, is achieved through the tonic con- 
traction of the smooth circular muscle of the 
urethra. The longitudinal muscle may be said 
to be antagonistic to the circular smooth muscle 
of the urethra. 

If cessation of voiding is initiated on a volun- 
tary basis it is brought about by the closure of 
the urethral lumen by the striated sphincter in 

















the region of the middle third of the urethra 
(external urethral sphincter). Since the sphincter 
is an integral part of the deep transverse perineal 
muscle (the bulbocavernosus and ischiocavernosus 
striated muscles) it is of voluntary, or spinal, 
innervation. 

Physiology of continence. From this explanation 
of the physiology of urination one then can see 
how continence occurs in the normal female adult. 
As the bladder increases in size when urine collects 
in this reservoir, longitudinal fibers inserted into 
the bladder wall which are continuous with the 
longitudinal fibers of the urethra become elon- 
gated and stretch. As the bladder continues to 
fill, the fibers become further elongated and in so 
doing maintain additional pressure on the closure 
of the internal urethral meatus. If coughing, 
straining, or sneezing or other conditions which 
increase intra-abdominal pressure occur, the 
internal urethral meatus remains closed because 
of the stretching of the longitudinal fibers; like- 
wise, the supporting fascia, or so-called pubo- 
prostatic ligaments (urogenital diaphragm), and 
the pubococcygeus muscles maintain the elevation 
of the urethra against the symphysis, thus keeping 
the urethra elongated and angulated in a normal 
manner. In addition, the voluntary control 
of the fibers of the bulbocavernosus, ischiocav- 
ernosus, and transverse perineal muscle, which 
act as the external urethral sphincter, maintains 
a closured urethra during this period. Also, the 
spongiosa layer, by engorgement of the plexuses, 
may aid in this closure. 

The etiology and pathology of stress incontinence. 
The pathology of stress incontinence probably 
results from two basic causés which are frequently 
co-existent, but in individual cases one cause 
may predominate. These causes are: 

1. Failure to maintain closure of the internal 
urethral orifice under conditions of exertion or 
stress. 

2. Failure of the bladder and urethral sup- 
ports (ligaments, fascia, and muscles) by pre- 
venting descensus of the neck of the bladder and 
urethra under the conditions of stress mentioned. 

The exact nature of the mechanism of stress 
incontinence is not always completely explained 
by these two basic causes. The greatest difficulty 
arises in explaining satisfactorily the reason for 
these failures of the internal urethral orifice or of 
the bladder urethral supports. Certain factors, 
however, are probably present in the different 
types of stress incontinence. In the congenital 
type, the mechanism is believed to be due to 
deficient innervation or imperfect development 
of the urethra or bladder supports. The post- 
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partum stress incontinence is the result of ob- 
stetric injury, from lacerations and distortion 
of the internal urethral orifice, and/or separation 
and lacerations of the bladder and urethral sup- 
ports. The postmenopausal type may result 
from atrophy of the bladder supports (ligaments, 
fascia, and muscles), previous obstetric injuries, 
and deficient vascularity of the urethra. The 
postoperative stress incontinence results from 
failure to understand thoroughly the anatomy of 
the urethra and its associated structures, which 
leads to either distortion of the internal urethral 
orifice, improper replacement or apposition of the 
fascia and muscles, or impairment of the blood 
supply of the urethra during the operation. 

Ball and Jeffcoate have further demonstrated 
these causes by the use of lateral cystourethro- 
grams, showing the abnormal downward and for- 
ward displacement of the bladder neck and urethra 
beneath the symphysis: i.e., failure of the sup- 
portive muscles and fascias. 

The diagnosis of stress incontinence depends 
upon the medical history, physical examination, 
urinalysis and cystoscopy. The following different 
types of incontinence must be ruled out at the time 
of physical examination: 

a. Congenital anomalies of the urinary tract. 
In certain instances, these may be responsible 
for incontinence. They include an ectopic ureter, 
exstrophy of the bladder, diverticulum, stricture 
of the urethra, congenital valves in the proximal 
urethra, and, finally, faulty development of the 
musculature and sphincters about the bladder 
neck and urethra. Most of these disorders produce 
symptoms early in childhood, but the last named, 
which is frequently associated with spina bifida, 
may not produce incontinence until comparatively 
late in adult life. 

b. Lesions of the nervous system which may 
produce the so-called ‘“‘cord bladder.” The result 
of these lesions is ‘‘paradoxical’’ incontinence, 
in which the full bladder allows the urine to drib- 
ble constantly as an overflow. The most common 
lesions are tabes dorsalis, multiple sclerosis, other 
degenerative cord lesions, cord tumors, transverse 
myelitis, traumatic injury to the cord, and Pott’s 
disease of the spine. 

c. Intrinsic lesions of the bladder neck that 
interfere with the normal sphincter mechanism. 
These are mainly tumors and calculi; their action 
may be purely mechanical or it may initiate 
an inflammatory reaction in the bladder or urethra. 

d. Extrinsic causes include lesions of other 
organs which adjoin the bladder; they are mainly 
tumors of the cervix, or corporis uteri, inflam- 
matory or neoplastic adnexal masses, rectosigmoid 
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TABLE I.—MUSCULO-FASCIAL SLING PLACED 


BELOW THE URETHRA 





Year 


Surgeon 


Remarks 





1907 


Giordano 


Gracilis muscle. 





1910 


Goebell 


Pyramidalis muscle. 





IQII 


Squier 


Transverse perinei and levator ani. 





IQII 


Taussig 


Levator ani. 





1914 


Frangenheim 


Pyramidalis muscle and strip of fascia or 
rectus. 





IQI7 


Stoeckel 


Pyramidalis muscle and fascia of rectus and 
plication. 





1923 


Thompson 


Rectus fascia strips placed in front of 
symphysis. 





1925 


Hans Hans 


Rectus fascia strips. 





1929 


Martius 


Mobilized bulbocavernosus muscles 





1931 


Baumm 


Single loop of rectus fascia. 





1932 


Norman Miller 


Modified Stoeckel, etc., rectus fascia strip 
brought down anterior to pubis. Later 
modification with fascia lata. 





Price 


Fascia lata sling brought around urethra 
retropubically and attached to rectus 
muscle. 





Aldridge 


Rectus fascia strips. 





Studdiford 


Modified use of rectus fascia strips. 





Meigs 


Plication with rectus strip sling. 





Millin-Read 


Lateral rectus strips. 





Marshall 


Lateral rectus strips. 





Shaw 


Plication (Kennedy) plus fascia lata sling 


attached to periosteum or symphysis. 





Kasdon Support of urethra with round ligaments, 


following vaginal hysterectomy. 











carcinoma, and diverticulitis. Their effect may 
be due either to pressure on the bladder or to 
direct extension of an inflammatory or malignant 
process to the bladder wall. 

e. Fistulas constitute a definite cause of incon- 


tinence. The fistulous tracts connect the lower 
urinary and genital tracts. They may be the 
result of obstetric injuries, usually being caused 
by necrosis following a long labor or by actual 
laceration of the bladder wall by ill-advised in- 
strumentation. The type of fistula usually en- 
countered is the vesicovaginal, or the urethro- 
vaginal. Postoperative fistulas occasionally occur, 
especially after total hysterectomy. They are 
generally ureterovaginal. Cervical carcinoma in 
its later stages and irradiation therapy may also 
produce fistulas. 

f. So-called “false incontinence’ should be 
considered also in a differential diagnosis from 
stress incontinence. Actually, it is not incon- 
tinence, but an extreme form of urgency and 
frequency of micturition. It may vary from a 


mild to a severe type. Infection, particularly 
in the posterior urethra and bladder neck, is a 
frequent cause of this condition. It may occur 
at any stage of life, and is generally an ascending 
infection due to Monilia, trichomonas, and many 
types of bacteria. There is almost always an 
associated inflammatory disease of the cervix, 
vagina, or adnexa. The most pronounced symp- 
tom is extreme polyuria simulating incontinence. 
The causative factor may be endocrine, such as 
diabetes mellitus or diabetes insipidus. 

The diagnosis of stress incontinence can also be 
aided with a cystourethrogram and the urethral 
elevation test (Marshall-Marchetti test). 

The treatment of stress incontinence is prophylac- 
tic, nonoperative, and operative. 

a. Prophylactic treatment. Poor bladder 
tone or control in patients after delivery is fre- 
quently observed during the initial postpartum 
visit 6 weeks after delivery. Frequently, patients 
will complain of difficulty in holding their urine, 
or of frequency of urination, urgency, or, oc- 
casionally, the loss of urine on laughing or sneez- 
ing. These symptoms may be a forerunner of the 
condition of urinary stress incontinence. At 
least, they are signs of weakness of the muscles 
used to control bladder function and of the vaginal 
muscles. At this visit each patient should be 
examined carefully, taught to contract the perineal 
muscles, and instructed in an exercise which will 
strengthen the muscles of the birth canal. This 
can be taught by the physician, who, upon ex- 
amination of the patient, can instruct her to 
contract the vaginal muscles about the examining 
finger. Many women are not conscious of this 
ability to contract the vaginal musculature, and 
must be instructed in this exercise. The sensation 
she must achieve is the same as though she were 
attempting to contract muscles to stop the flow of 
urine or to check a bowel movement. With a 
little encouragement, patients will soon achieve 
this sensation and be able to perform the exercise. 
With the use of these resistive exercises, bladder 
tone will return to normal in the majority of cases. 
This should do much to prevent later occurrences 
of urinary stress incontinence. It may be neces- 
sary that a perineometer be used for more con- 
scious and visual efforts on the part of the patient. 
All patients are instructed to exercise the perineal 
muscles at certain intervals each day. A suggested 
regime is to complete fifteen to twenty perineal 
contractions before arising and after retiring at 
night. It should become habitual in those patients 
with awareness of function. Patients who do not 
have this awareness of function and co-ordination, 
however, may not be able to follow these instruc- 
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TABLE II.—PLICATION OF THE BLADDER NECK 
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TABLE III.—THE URETHRA IS LENGTHENED 






































MUSCLE AND/OR URETHRA OR CURVED 
Year Surgeon Remarks Year Surgeon Remarks 
tort | Kelly Shortening of the internal sphincter with 1883 | Pawlik Advancement of urethra with narrowing. 
mattress sutures. 
- : — 1900 | Gersuny Torsion of urethra—180 to 450 degrees. 
1936 | Lowsley Ribbon gut anterior plication. 
= : 1900 | Pousson Torsion plus advancement of urethra. 
1937 | Royston and Repair of the trigone muscle. 
Rose 1902 | Hummelfarb Lengthening of the urethra. 
1939 | Millin Intravesical plication. 1903 | Albarran Advancement of the urethra. 
194t | Kennedy Restoring urethral sphincters and replicating 1905 | Dudley Advancement of the urethra. 
the undersurface of urethra. 
- tg10 | Ries Torsion plus advancement plus covering 


1944 | Mackey Intravesical plication. 


the vestibule. 





1945 | TeLinde Modification of the Kelly operation. 


1917 | Taylor and Watt | Angulation of the urethra at vesicle neck. 





1923 | Bonney Urethral angulation and elongation. 








1947 | Davies Plication of bladder and urethral “sheathe.” 

1947 | Goldberger and | Kennedy plication plus tantalum plate. 
Davies 

1949 | Ball Use of lateral cystourethrograms for pli- 


cation of the bladder neck. 











tions. In this case the perineometer may be 
employed to advantage in this group. Visual and 
resistive mechanism is employed for exercise 
after careful instruction in its use. Further prophy- 
lactic treatment should consist of careful con- 
servative obstetric care prenatally, and sound 
judgment at the delivery. Careful emptying of 
the bladder by catheter at delivery and the use 
of median episiotomy are useful adjuncts in the 
prevention of injury to the bladder and the volun- 
tary muscles that form the external urethral 
sphincter. 

b. Nonoperative treatment of stress inconti- 
nence (physiologic therapy). From the results 
obtained in various clinics, it is now believed 
that a patient with urinary stress incontinence 
should have the benefit of nonoperative treat- 
ment, initially. Again, the patient is examined and, 
with the fingers in the vaginal canal, is in- 
structed to contract the vaginal muscles. These 
exercises should be taught to her and, if nec- 
essary, the perineometer should be given a trial 
for a period of weeks or months, depending upon 
the results that are being achieved and the prog- 
ress that is being made in strengthening these 
muscles. It is believed that a large percentage of 
these patients with stress incontinence will bene- 
fit from nonoperative treatment alone. However, 
if the exercises do not overcome the stress in- 
continence, then operative interference is in- 
dicated. This is true particularly in elderly pa- 
tients who have lost all anatomical ability to 
strengthen the supportive muscles of the urethra 
and vaginal wall. 

c. Operative treatment. In reviewing the dif- 
ferent types of operations for the relief of stress 


1940 | Thomsen Angulation of urethra. 





Paraurethral fixation. Urethra advanced 
and angulated. 


1941 | Berkow 





1947 | Reis and 


Modified paraurethral fixation. 
DaCosta 





1947 | Ingleman- 


Advancement of the urethra with plication. 
Sundberg 











incontinence, one will see the multiplicity of 
different techniques that are employed. This 
demonstrates that no one method has been de- 
vised that is successful for each and every case. 
Counsellor and Read have estimated that the 
operative cures are probably no more than 50 or 
60 per cent, although most statistical studies show 
as much as 8o or go per cent operative cure for 
stress incontinence. 

Basically, there are four different types of 
operative procedures that have been used for the 
cure of urinary stress incontinence in the female. 
In the employment of the various procedures one 
of several mechanical changes is made: 

1. The musculofascial sling is placed below the 
urethra with the following results: (a) pressure 
narrows the canal, (b) added support is given to 
the urethra, (c) voluntary contraction of the 
urethra occurs on stimulation, and (d) tightening 
of the fascial planes (Table I). 

2. Plication of the bladder neck muscle and/or 
the urethra is done, which (a) decreases the size of 
the lumen, and (b) strengthens fascial planes 
(Table II). 

3. The urethra is lengthened or curved, which 
(a) decreases the size of the lumen, (b) increases 
the tone of the urethra by stretching, and (c) 
tightens the fascial planes (Table III). 

4. The urethra and/or bladder neck is re- 
turned to normal position behind the symphysis 
which (a) re-establishes the urethrovesical angle, 
(b) tightens the fascial planes (or supports), and 
(c) lengthens the urethra (Table IV). 
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TABLE IV.—URETHRA AND/OR BLADDER NECK 
RETURNED TO NORMAL POSITION BEHIND 



































THE SYMPHYSIS 

Year Surgeon Remarks 

1923 | Bonney Ventrofixation of the bladder. 

1924 | Watson Imbrication of fascial supports of the blad- 
der, placing the bladder neck back of 
pubis, and repair of cystocele. 

1927 | Hepburn Suprapubic urethral suspension. 

1945 | Miller, J. R. Suprapubic urethral suspension for pro- 
lapse. 

1945 | Perrin | “Cervico-cystopexy.”’ Sutured top of ves- 
ical outlet to symphysis pubis. 

1947 | Frank Sutured triangular ligament beneath the 
urethra. 

1947 | Williams Sutured top of vesica] outlet to symphysis 
pubis. 

1949 | Marshall- Suprapubic vesicourethral suspension. 

Marchetti 

1951 | Mulvany | Suprapubic vesicourethrolysis. 

1952 | Ball | Su rapubic vesicourethral suspension plus 
plication. 








No definite or final pronouncements can be 
made regarding the relief of stress incontinence in 
the female, for the problems associated with this 
condition are not as yet completely solved. How- 
ever, we believe certain answers can be given to 
the question of nonoperative or operative treat- 
ment. In general, treatment must be determined 
in accordance with practice and results. At the 
present time, the problem is still under intensive 
study. On the basis of our experience, we have 
adopted the following approach to the treatment 
of stress incontinence: 

Patients who present themselves primarily with 
symptoms referable to stress incontinence of vary- 
ing degrees should initially have the benefit of 
nonoperative treatment through the use of the 
physiological exercises and the use of the perine- 
ometer, if necessary. Kegal and his associates have 
reported such excellent results that we have in- 
stituted this method on our services in the hopes 
that it may be successful in preventing operation 
or, if not, to better prepare the patient for surgery. 
For the past 6 months we have instituted the use 
of physiological exercises with the use of the 
perineometer to strengthen the pubococcygeus 
muscle. Our results so far are not well defined; 
certain patients have achieved some relief. In 
the cases in which little or no results have been 
obtained with the exercises, we believe there has 
been a lack of conscientious effort on the part of 
the patient. The experiences are too new for us to 
evaluate properly, but we believe the method is a 
definite and helpful approach to the problem. 
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Patients who present themselves primarily with 
symptoms referable to prolapse of varying degrees 
and in whom stress incontinence is not empha- 
sized but is ascertained upon routine history and 
physical examination should be subjected to 
either a Manchester type of operation or a vaginal 
hysterectomy with the addition of certain tech- 
nical procedures carefully performed for the re- 
establishment of vesical and urethral control. 
Specifically, this means replacement of the blad- 
der neck and urethra up behind the symphysis 
pubis. This is done either by the Kennedy 
plication technique, or by the use of plication with 
suture of the pubococcygeus muscles or the bulbo- 
cavernosus muscle for additional support (after 
the technique of Sundberg). 

Patients who present themselves with stress in- 
continence as the primary symptom and who are 
seeking our services for its relief, are subjected to 
a vesicourethral suspension or sling operation, or 
this operation is added to whatever vaginal pro- 
cedures may be necessary. These patients usually 
show a moderate cystocele, a urethrocele, or vary- 
ing degrees of uterine prolapse. The necessary 
vaginal repair is carried out by means of the 
Kennedy or Kelly-TeLinde plication technique, 
or the Manchester type of operation is done and 
followed by a sling operation or vesicourethral 
suspension. It is in these patients that the Ald- 
ridge or Studdiford sling operations could also be 
used. 

A vesicourethral suspension operation or sling 
operation should be the procedure of choice in 
patients who have undergone previous vaginal 
operations for the relief of stress incontinence 
and in whom the establishment of continence has 
failed although the anatomical result has been 
good. 

A primary suprapubic operation, such as the 
vesicourethral suspension or Millin-Read sling 
operation, should be performed in patients with 
no true degree of anatomic deformity or displace- 
ment (cystocele or urethrocele) but yet with 
marked stress incontinence. A posterior colpo- 
perineorrhaphy, if indicated, may be performed on 
these patients (on the basis of the findings of 
Davies and others), if necessary, but no anterior 
vaginal wall repair should be done. 

In patients with stress incontinence and pro- 
lapse of the uterus, and in whom hysterectomy is 
warranted, a vaginal hysterectomy should be per- 
formed. The removal of the uterus should be fol- 
lowed by plication of the urethra and bladder and 
secure suture of the round and broad ligament 
stumps up behind the symphysis to the periosteum 
for the relief of stress incontinence. 
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For patients in whom an intraperitoneal pro- 
cedure, such as hysterectomy for fibroids, is 
indicated, a suprapubic vesicourethral suspension 
or a sling operation can be conveniently combined 
with the ordinary intra-abdominal operation, with 
benefit and relief of the stress incontinence. 


SUMMARY 


Each patient must be carefully evaluated as to 
the etiology of her incontinence, and the decision 
to use operative intervention should be made only 
after the conservative or nonoperative treatment 
fails. Then the type of operation chosen will de- 
pend upon the age of the patient, the pathologic 
anatomy present, the previous operative work 
performed, and, last but not least, the skill and 
technique of the surgeon. 
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Fractures of the Mandibular Condyle. FREDERICK 
H. RicHARDSON and BERNARD M. CoHEN. Oral 
Surg., 1953, 6: 1149. 

The authors review briefly the existing views on 
the methods of treating fractures of the mandibular 
condyle, and present a classification of such injuries 
based on the anatomical site and the degree and dis- 
placement of the fragments. They point out that 
the routine roentgenographic views of this type of 
injury are often unsatisfactory, and describe the 
technique for securing an additional view of the 
condylar area. An 8 by 1o film is used in a cassette 
with double intensifying screens and without a 
Bucky diaphragm. The patient’s head is in the true 
anteroposterior position with the chin slightly re- 
tracted. The head of the affected condyle is placed 
approximately 2 inches from the upper, and 3 inches 
from the medial, edge of the cassette. A long cone is 
utilized with the central beam directed 30 degrees 
from the vertical toward the patient’s feet, and 15 
degrees from the vertical laterally, so that the cen- 
tral beam enters the superior medial margin of the 
orbital ridge and projects through the floor of the 
orbit to the mandibular notch. Suggested factors 
are 60 kv. and 10 ma. at 2 seconds for a dental x-ray 
machine. 

The authors believe that open reduction is indi- 
cated in all cases in which the fractured fragments 
are so widely separated that nonunion or fibrous 
union would result. Open reduction should also be 
undertaken when simple immobilization would re- 
sult in malfunction or deformity. 

The anatomy of the structures, nerves, glands, and 
vessels in the immediate area of the joint is discussed. 
The usual incisions employed in this region are too 
large and also necessitate wide dissection of the 
branches of the facial nerve. The authors present a 
new incision starting 2 or 3 mm. anterior to the tra- 
gus and on a level with the center of the lobe of the 
ear. The incision is carried downward for a distance 
of 1.5 inches. The parotid fascia is exposed, the 
auriculotemporal and the great auricular nerves be- 
ing watched for, although they are seldom encount- 
ered. The skin is mobilized above by blunt dissec- 
tion for a distance of about 1 inch in all directions. 
The parotid fascia is incised and separated from the 
gland substance below. This is the thinnest part of 
the gland and directly overlies the ramus of the 
mandible. Thus, separation of the lobes with a blunt 
Kelly clamp immediately exposes the bone with the 
distal border of the masseter passing somewhat 
anteriorly. The gland is retracted away from the 
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muscle and the whole area is undermined until 
exposure is adequate. No branches of the facial 
nerve should be visualized or even encountered dur- 
ing this approach. The periosteum is incised and 
elevated, and the fracture site is exposed. With a 20 
gauge hand drill, holes are made about 5 mm. from 
the fracture line, through either fragment. An .o18 
inch gauge wire is passed through the holes, and the 
ends are approximated and twisted together to 
maintain reduction. Any other coexistent fracture 
is treated in the usual way. Two typical cases are 
reported. Ranes C. CHaKrAvorty, M.D. 


Osteomyelitis of the Maxilla in Infants. Howarp 
REED, I. Sprro, and B. D. R. Witson. Brit. J. 
Ophth., 1953, 37: 629. 

In a short, concise article which includes 4 brief 
case reports, the authors call attention to the rare, 
but well recognized, clinical entity of osteomyelitis 
of the maxilla in infants. In former times the mor- 
tality of the condition was 25 per cent, with sequelae 
such as cicatricial ectropion and sequestrum forma- 
tion which required plastic surgery to correct the 
resulting deformities. Antibiotic therapy has re- 
sulted in a marked decrease in these often disfigur- 
ing complications. 

Osteomyelitis of the maxilla in infants most fre- 
quently follows an infection of the first deciduous 
molar tooth bud, and most commonly occurs in the 
first 12 weeks of life. The cheek and orbital tissues 
of the affected side swell rapidly, causing chemosis, 
which progresses to proptosis and ophthalmoplegia. 
There may be a secondary acute dacryocystitis. The 
hard palate of the affected side is swollen and in- 
flamed, and draining sinuses may form in the 
palate. The infant is febrile and its general condi- 
tion deteriorates rapidly. 

The differential diagnosis must exclude orbital 
cellulitis, which does not tend to occur this early in 
life, and acute dacryocystitis, which usually does not 
make the infant ill. The appearance of the hard 
palate is of primary importance in the diagnosis. 

The authors warn of the likelihood that the in- 
fecting organisms are penicillin-resistant, and sug- 
gest the use of another antibiotic while awaiting the 
results of sensitivity tests on the bacteria. 

FLETCHER AustTIN, M.D. 


Tumors of the Head and Neck in Infancy, Child- 
hood, and Adolescence. K. L. PickrEtt, F. W. 
Masters, N. G. GEORGIADE, and C. E. Horton. 
Plastic & Reconstr. Surg., 1953, 11: 10. 


At the present time several types of childhood 
cancer can be cured if they are diagnosed and treated 



























early. Increased vigilance is necessary to bring these 
children under observation in time to effect a cure. 
Cancer is now the second ranking cause of death from 
disease in children; it is responsible for 11 per cent 
of the total number of deaths from disease in chil- 
dren. Tumors of the head and neck in children pre- 
sent a challenging problem to the pediatrician, the 
surgeon, and the radiologist. 

Pediatric tumors of the head and neck, both be- 
nign and malignant, seen at Duke Hospital, Dur- 
ham, North Carolina, are illustrated and their treat- 
ment is outlined. Cancers of the head and neck in 
children are generally highly malignant with a rapid 
course. Even benign tumors behave quite aggres- 
sively at times and prompt therapy is indicated. 

The authors advocate an unusually radical form 
of therapy for the juvenile form of melanoma. De- 
spite the fact that the vast majority of these tumors 
do not metastasize, regional node dissection is per- 
formed in addition to surgical excision. 

Harvey W. Baker, M.D. 


EYE 


Anatomic Study of Schlemm’s Canal and Aqueous 
Veins by Means of Neoprene Casts. Norman 
ASHTON and REpMonp SmitH. Brit. J. Ophth., 1953, 
37: 577: 

The authors report on 200 enucleated eyes that 
were injected as follows: 

1. White neoprene into the ophthalmic artery 

2. Red neoprene into the canal itself 

The relationship between the canal of Schlemn 
and the anterior ciliary, and long posterior ciliary, 
arteries was then observed and reported. 

The conclusions arrived at were as follows: 

1. An incomplete arterial circle was noted in close 
proximity to the canal. This circle consisted of 
anastomoses of anteriolar twigs from the terminal 
branches of the anterior ciliary arteries. 

2. No connections were found between the canal 
and the arterial tree. 

3. Anterior ciliary arteries and branches were in 
close proximity with the veins. 

4. Aqueous channels ran alone or with arterioles. 

Eart H. Merz, M.D. 


Experimental Radiation Cataract. Davip G. Cocan, 
Davip D. Donatpson, Joun L. Gorr, and Etiza- 
BETH GRAVES. Arch. Ophth., Chic., 1953, 50: 597. 


This is a report of the authors’ experimental in- 
vestigation on rabbits of cataractogenic doses of x- 
rays and neutrons. From this study it was con- 
cluded that lens changes resulting from irradiation 
do not have a critical level. The lower the dose, the 
less apparent are the changes, with an end point 
depending chiefly on the method of examination. 

A lens opacity that would be expected to cause 
impairment of vision in the human lens resulted 
from irradiation of the following types and amounts: 
X-rays, 500 roentgens (1.2 mev.); neutrons 8.4 by 10° 
particles /em.? (14 mev.), or 3.2 by 10” particles 
/cm.? (fission energy). With decreasing dosage the 
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effects of irradiation of the lens decrease less rapidly 
with neutrons than with x-rays. The energy re- 
leased in the lens at the cataractogenic level, ex- 
pressed as ergs per cubic centimeter, is 46.5 by 10° 
in the case of x-rays (1.2 mev.) and 4.2 by ro‘ and 
5.4 by 10% in the case of neutrons of 14 mev. and 
fission energy, respectively. 

Thus, although the energy released is of the same 
order of magnitude at the cataractogenic level in the 
case of the neutrons of two widely different energies, 
it is less by a factor of 10 than in the case of x-rays. 
With equivalent ionization in the tissues, neutrons 
are much more productive of cataract than are x- 
rays. Lens opacities in the rabbit, resulting from 
either 250 roentgens (1.2 mev.), or 1 by 10% neu- 
trons /cm.? (0.3 mev.), or less, characteristically 
reached a plateau of density and then either re- 
mained stationary or regressed. 

Ray KaArcHMER Dairy, M.D. 


Idiopathic Hypoparathyroidism and Cataract. As- 
RAHAM S. Hart. Arch. Ophth., Chic., 1953, 50: 455. 


The author classifies hypoparathyroidism into 
four types: 

1. That due to spontaneous primary disease of 
the parathyroid. 

2. That due to operative damage to the para- 
thyroid. 

3. That due to excessive strain upon the calcium 
metabolism in the presence of normal parathyroid. 

4. Theidiopathic hypoparathyroidism of unknown 
etiology. 

The criteria for the diagnosis of idiopathic hypo- 
parathyroidism are designated as follows: 

1. No operation has been performed on the neck 

2. Low serum calcium 

3. Elevated serum phosphorus 

4. Normal renal function 

5. Normal bones shown by x-ray examination 

The author presents 4 cases, all of them occurring 
in veterans hospitals in New York City. All 4 of 
the patients developed bilateral cataracts. 

The author seems uncertain as to whether or not 
the cataracts can be prevented in cases of hypo- 
parathyroidism by early treatment. Some workers 
have claimed that the cataracts regressed under 
early treatment, while others claimed they pro- 
gressed to complete mature cataracts in spite of 
treatment. The treatment of the cataracts is an 
uncomplicated procedure and their removal is simi- 
lar to the removal of any other type of cataract. 

The author suggests that perhaps the prevention 
of cataracts is possible by very early recognition 
and adequate treatment. He certainly hopes this 
goal will be sought. Eart H. Merz, M.D. 


Absorbable Sutures in Cataract Surgery. Joun H. 
DUNNINGTON and ELLEN F. Recan. Arch. Ophth., 
Chic., 1953, 50: 545. 

A detailed report of Dunnington’s experimental 
investigations on monkeys after the repair of corneal 
incisions by suture with plain or chromic catgut is 
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preceded by a review of the literature on the reac- 
tions produced in tissues by silk and catgut sutures. 
In a former investigation Dunnington described the 
reaction in the tissues about corneal wounds sutured 
with silk. The present investigation deals with the 
reactions in the tissues about corneal sections closed 
with plain or mildly chromicized catgut. 

The two studies demonstrate that the mechanism 
of repair of corneal wounds varies with the suture 
material used. When silk is used there is tissue 
necrosis and rapid proliferation of the epithelium 
along the track of the suture; this does not occur 
when catgut is used. The initial response to surgical 
gut was found to be a polymorphonuclear cell re- 
action, which with plain gut was rapid and marked, 
and led to early absorption of the suture. When 
mildly chromicized gut was used this reaction was 
less pronounced and the suture remained intact for 
7 days. Fibroblastic proliferation and increased 
vascularization of the wound became evident about 
the fifth day, and at the end of 14 days the wound 
appeared well healed, but was somewhat broader 
and more vascularized than a comparable wound 
closed with silk. There is apparently a greater fibro- 
blastic activity and greater vascularization after the 
use of catgut, than is found about incisions closed 
with silk. The amount of gut imbedded in the 
tissues is a factor in the intensity of the initial 
foreign body reaction. The more catgut there is in 
the tissue the greater the reaction, and the more 
rapid is the fragmentation of the suture. 

On the basis of these data Dunnington advocates 
reduction in the number of sutures used to close the 
keratotomy in a cataract extraction to the minimum 
essential to hold the wound surfaces in good appo- 
sition. To reduce the extent of epithelial invasion 
and foreign body reaction, the sutures should be 
placed superficially. Ray Karcumer Dairy, M.D. 


Retrolental Fibroplasia and Related Ocular Dis- 
eases. Classification, Etiology, and Prophylaxis. 
TuappeEus S. SzEwezyK. Am. J. Ophth., 1953, 36: 
1336. 

The author states that oxygen may be the re- 
sponsible factor in the causation of retrolental fibro- 
plasia—not the concentration of oxygen, but its 
improper use, and the too rapid withdrawal of 
oxygen from the child. This he calls hypoxia. 

At the present time oxygen is used only when 
necessary for small, premature babies. After success- 
ful treatment with oxygen, the author advises slow 
and gradual weaning away, until the baby can tol- 
erate room air. 

In the classification of these conditions the author 
proposes that: (1) the term “hypoxic retinopathy” 
be used to designate retinal changes of edema of the 
retina, vasodilation with or without exudates, hem- 
orrhages, and neovascularization; (2) the designation 
of “ocular fibroplasia” be used for the most severe 
terminal stages of hypoxic retinopathy—charac- 
terized by enophthalmos, microphthalmos, shallow 
or flat anterior chamber, atrophic iris, and a fibrotic 
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mass; (3) the term “retrolental fibroplasia” be used 
to designate the terminal stages of all these con- 
ditions. 

In stage 1 of hypoxic retinopathy, the changes are 
reversible; in stage 2, the changes are irreversible. 
Each stage is described in detail. 

The author concludes that: in utero, or during 
delivery, a child may or may not undergo hypoxic 
insult. This renders him sensitive to hypoxia and 
when he again faces hypoxia, after birth, a severe 
reaction occurs. Ear H. Merz, M.D. 


EAR 


Ultrasonics and Otosclerosis. ZH1vKo ANGELUSCHEFF 
and Lester L. COLEMAN. Arch. Otolar. Chic., 1953, 
58: 398. 

Study of the effect of ultrasonic vibrations on 
body tissue and, particularly, of the changes pro- 
duced in bony tissue has prompted the authors to 
present a speculative but thought-provoking article 
concerning the possibility that ultrasonic vibrations 
may be the cause of the changes in bone that 
produce the disease known as otosclerosis. 

The etiology of otosclerosis has baffled investi- 
gators from. its first description to the present time. 
Ultrasonic vibrations have led to new investigations 
which have already shown that these vibrations 
cause significant mechanical, chemical, and thermal 
effects on body tissue. Pathological changes in bone 
after exposure to ultrasonic vibrations have a re- 
markable resemblance to the process of otosclerosis. 

Sonic and ultrasonic vibrations surround us con- 
stantly in every phase of normal activity. Sounds 
considered innocuous have ultrasonic components. 
All ultrasonic waves are closely intermingled with 
sonic waves within the range of human perception. 
Ultrasonic waves, in their passage through tissue, 
create chemical, thermal, and mechanical changes 
that alter the hydrogen-ion concentration, oxidation, 
and the proteins; they produce liquefaction in thixo- 
tropic gels in cellular tissue and thus alter the cell 
permeability and the sol-gel balance within the cell; 
they also produce temperature increases of as much 
as 1§ degrees in tissues resisting the ultrasonics. 
These are but a few of the changes known to occur 
as a result of exposing tissue to ultrasonic waves. 

In 1950 an investigator produced collagenous 
sclerosis as an end-result of exposure of a rabbit’s 
ear to ultrasonic vibrations. This experimentally 
produced collagenous sclerosis closely resembled the 
condition of otosclerosis. The pathological changes 
in bone that are produced by exposure to ultrasonics 
are noteworthy. The thermic energy effects of ultra- 
sonic waves are localized and concentrated at the 
margins and periphery of the exposed tissue. In 
bone the endosteum and periosteum are first and 
most intensively altered. The endosteum responds 
by the production of marginal fibrosis, later followed 
by sloughing. The periosteum responds with an 
initial thickening and proliferation of connective 
tissue cells, which are subsequently linked by new- 


























formed filaments. The intracellular substances be- 
come more dense, and the cells decrease in size and 
number. Finally, an osteoid tissue which displays 
very distinct characteristics is formed. 

The histological findings in otosclerosis and those 
produced in bone exposed to ultrasonics are strik- 
ingly similar. The changes occurring in the periph- 
ery of bony tissue exposed to ultrasonics is so sug- 
gestive of otosclerosis that it can be speculated that 
they are one and the same. The structural changes 
in otosclerosis pass through several phases which 
are initiated by undetermined stimuli. The body 
responds to physiological and emotional stress with 
an increased production of corticotrophin. Exposure 
to ultrasonic waves stimulates the production of 
corticotrophin as an initial alarm reaction. When 
there is a depletion of corticotrophin after multiple 
stresses the process reverses itself, and then the de- 
fense production of fibrosis and sclerosis occurs. 

The effects of ultrasonics on the footplate of the 
stapes, the cochlea, the labyrinth, and the region 
of the organ of Corti have never been considered. 
The possibility of a hereditary predisposition or 
hypersensitivity in bone may be a factor in the 
specific family occurrences of otosclerosis. A low 
hormonal resistance or reserve may be a significant 
factor when such an organism is subjected to ultra- 
sonic vibrations. The undeniable alterations in bone 
that are produced by ultrasonic vibrations, and 
which closely resemble the changes in otosclerosis, 
warrant further studies in experimental physiology 
with ultrasonic frequencies as a new approach to 
the solution of the cause of otosclerosis. 

FLETCHER AusTIN, M.D. 


Repair of Central Perforations of the Tympanic 
Membrane. EvuGENE L. Dertackr. Arch. Otolar., 
Chic., 1953, 58: 405. 

The repair, or closure, of perforations of the 
tympanic membrane, with the primary aim of im- 
proving hearing, has been the subject of sporadic 
investigation for many years. Appreciably more 
attention has been directed to this problem during 
and after World War II. The approach to the 
problem has basically followed two methods of treat- 
ment, either the preparation and use of a prosthesis 
of some material, or some form of cautery to the 
cdge of the perforation to stimulate and produce 
healing. Another approach has been to combine 
these two methods, and the work reported by the 
author uses a combination of a patch prosthesis plus 
cautery of the edge of the perforation. 

The methods and results of treatment in 143 
perforations are discussed. The cases were chosen 
to exclude patients with adhesion of the edge of the 
perforation to the malleus or to the promontory, 
those with mastoid disease, cholesteatoma, complete 
loss of the pars tensa, partial marginal involvement 
by the perforation, and those with persistent ob- 
struction of the eustachian tube. Those chosen for 
treatment had central perforation of the drum, but 
the size or duration of the perforation did not enter 
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into the choice of those thought suitable for at- 
tempted closure. In the cases in which the ear was 
discharging, treatment to clear the infection or to 
control the allergy producing the discharge was given 
before closure was attempted. Audiograms were 
taken in all of the cases before and after the closure. 

The technique of closure as advocated by Linn 
was originally that employed by the author. This 
consisted of repeated cauterization of the edges of 
the perforation with saturated solution of trichlor- 
acetic acid followed by the application of a cotton 
pledget which had been moistened with euthymol 
and dipped into irradiated powdered protonuclein. 
The pledget was left in place and twice daily 2 
drops of euthymol were instilled into the ear canal. 
The treatment was repeated every 6 days until the 
perforation was healed. 

The author modified this treatment by substitut- 
ing a mixture of powdered sulfas and Sulzberger 
powder for the irradiated protonuclein. As the work 
progressed it was found necessary to substitute a 
5 per cent urea and saline solution for the euthymol 
in some cases. On occasion it became necessary to 
discontinue the use of the cotton pledget for a short 
while because the irritation by the solutions pro- 
duced mucoid discharge. The regular cauterizations 
were continued in these cases and the use of the 
medicated pledget was eventually resumed. The 
medicated patch, or pledget, is used to produce 
a mild, sterile inflammatory reaction, to increase 
the hearing during treatment, and to prevent the 
formation of a crust on the perforation, which would 
obstruct healing. Experience showed that the inter- 
val between cauterizations could sometimes be ex- 
tended from the original 6 day period to 10 or 14 
days, and sometimes as long as 21 days, with 
successful closure still resulting. 

Among the 143 perforations of which closuré was 
attempted successful results occurred in 99, or 75.6 
per cent. The 99 patients with healed perforations 
showed an average hearing gain of 16.3 decibels in 
the speech range. Only 7 with healed perforations 
failed to gain in hearing. There were 9 cases of 
known recurrence among the cases with healing, but 
of these 9, 8 rehealed with further treatment. 

There were no controls to establish the role which 
euthymol played in the healing process. 

FLETCHER AusTIN, M.D. 


MOUTH 


Treatment of Cancer of the Floor of the Mouth 
and Tongue. Simon Krantz, Epcar D. Grapy, 
and James B. Hottoway. Am. J. Surg., 1953, 86: 
387. 


The first aim of therapy should be the control of 
the primary lesion. Early eradication of the secon- 
dary spread precludes the controls of later metastases 
from a persistent primary. Irradiation, surgical in- 
tervention, or cautery destruction are all effective 
measures in the control of oral neoplasms, depending 
on their size and location. 
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A serious complication following neck dissection 
is that of a skin slough overlying the carotid artery, 
resulting in erosion of the artery and severe hemor- 
rhage. If the carotid is covered with a muscle flap, 
this sequela can be averted. 

Surgery may be an effective means of treating a 
carcinoma at the base of the tongue. If used, a collar 
neck incision from the mastoid process is extended 
vertically in the midline to enter the mouth, split- 
ting the chin, lower lip, and mandible. Exposure is 
then satisfactory for removing the tongue and adja- 
cent structures. Even with total glossectomy, the 
patient is able to swallow and speak. 

By employing a critical evaluation of the location, 
extent, and type of the primary lesion and of the 
presence or absence of metastases, treatment can be 
made more effective. With this procedure, the sal- 
vage rate in the reported series of cases was about 
one-third. Joun R. Lrypsay, M.D. 


NECK 


Basedow’s Disease (La maladie de Basedow). MARCEL 
PERRAULT and Boris Kiotz. Sem. hop. Paris, 1953, 
29: 3086. 

The authors discuss the pathogenesis, the symp- 
tomatology, and the treatment of Basedow’s disease 
(usually called Graves’ disease in the Anglo-Saxon 
literature). They report in detail 7 cases which 
came under their own observation. 

The function of the thyroid gland is regulated by a 
complex system that includes hypothalamic and 
medullary centers, the sympathetic nerves, and the 
pituitary gland. In this system the hypothalamic 
centers act as a “neurostat” for the thyroid gland. 
They respond to all external or internal stimuli 
which require a change in the hormonal level and so 
adapt, continuously, the thyroid function to the 
metabolic needs of the organism. 

The authors believe that Basedow’s disease is 
caused by a disturbance of this regulatory function 
of the hypothalamic centers. The ‘‘neurostat” has 
lost the ability to regulate the thyroid function ac- 
cording to the needs of the organism. Thus the 
writers differentiate sharply between this condition 
and toxic adenoma of the thyroid. Toxic goiter is 
the opposite of myxedema, whereas Basedow’s dis- 
ease is essentially a disturbance of the central nervous 
system. With this conception the authors return to 
the old theories of Charcot who classified Basedow’s 
disease under the group of nervous diseases. 

Etiologically the condition is a syndrome rather 
than a nosologic unit. It may be demonstrated by 
stimuli of the external or internal environment but 
it is always based on a constitutional nervous dis- 
position. Encephalitis, carbon monoxide poisoning, 
or brain tumors may act as trigger mechanisms. On 
the other hand, external stimuli such as overwork, 
worry, and psychological shock may also be contrib- 
utory factors. Furthermore, changes in the function 
of other endocrine glands, especially the ovary, may 
have repercussions on the thyroid function. The 
clinical onset of the disease often coincides with the 
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critical periods of the genital life, such as the me- 
narche, pregnancy, or premenopause. In_ these 
periods an increased secretion of thyroxin is required 
for the neutralization of the antimetabolic influence 
of folliculin. 

The authors differentiate between several groups 
of the Basedow syndrome, depending on whether 
the entire system, including the hypothalamus, the 
pituitary, thyroid, and sympathetic nervous system, 
or only a part of these factors is involved in the dis- 
turbance. They distinguish between: total Base- 
dow’s disease; the Basedow syndrome with over- 
activity of the thyrotropic factor of the pituitary, 
without hypersecretion of the thyroid; the Basedow 
syndrome with hyperthyroidism but without hyper- 
pituitarism; and ‘“‘parabasedow” of neurovegetative 
origin, with elevated basal metabolism. 

The therapy should be adapted to the individual 
case. Besides the usual sedatives, methylthiouracil 
or propylthiouracil gives the best results. Paraoxy- 
propiophenone exerts an inhibitory influence on the 
pituitary and should be used in appropriate cases 
with or without the antithyroid drugs. In cases in 
which dysfunction of the ovary is suspected, testos- 
terone or estrogen is effective. Surgery is performed 
by these authors only for cosmetic reasons, never for 
the treatment of Basedow’s disease. 

WERNER M. Sotmitz, M.D. 


Adenoma and Carcinoma of the Thyroid Gland. 
GEORGE CRILE, Jr. N. England J. M., 1953, 249: 
585. 

The reasoning whereby the incidence statistics of 
cancer in nodular goiters removed by surgeons are 
applied to the general population * is demonstrably 
faulty. Such statistics in regions where nodular 
changes in the thyroid glands are extremely common 
would predict a cancer incidence beyond credibility, 
and certainly out of line with autopsy and death re- 
port data. 

During the past three decades changes in the types 
of thyroid cancer have been observed—changes which 
reflect the natural history of this disease. There has 
been a great increase in the relative incidence of 
papillary cancers; at the Cleveland Clinic from 16 to 
60 per cent of all the cases seen were of this type. 
This, together with a decrease of age incidence and 
average size of papillary cancers when first seen, con- 
firms the clinical impression of slow growth of prim- 
ary and metastatic lesions of papillary thyroid can- 
cer. Furthermore, more attention is being given to 
thyroid and cervical lymph node masses, and biop- 
sies are more commonly performed now than 25 
years ago. Whereas in former years many patients 
lived out their full lives with untreated papillary 
cancers, recently we have applied unwarranted rad- 
ical surgery. 

The second large group of thyroid cancers are non- 
papillary growths, varying from well differentiated 
angioinvasive tumors to highly malignant undiffer- 
entiated cancers. Nonpapillary cancers occur in 
older patients and most often arise without previous 
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goiter. A variant of papillary carcinoma with alve- 
olar architecture must be distinguished from the non- 
papillary group because it should be treated with the 
same conservatism as other papillary cancers. It is 
differentiated by the age of its host, by areas of 
papillary growth, and by its slow course. 

With this in mind, one can formulate generaliza- 
tions for the treatment of thyroid tumors. 

Multinodular goiters, a common disorder of mid- 
dle age, should be viewed by surgeons as they do 
cystic mastopathy. The slightly increased risk of 
cancer development is not sufficient reason to remove 
the organ. If the patient’s history suggests a change 
in growth or examination reveals suspicious nodular- 
ity, such tumors should be removed, but the entire 
organ need not be sacrificed. 

The age of the patient as well as the clinical char- 
acteristics of a single nodule in the thyroid should 
determine the method of treatment. In older pa- 
tients single nodules are likely to be dominant 
masses in multinodular involuting glands. In pa- 
tients younger than 4o years, these tumors have 
more chance of being true neoplasms. They should 
be removed for that reason. If the tumor is discrete 
and firm, it should be removed from any patient in 
the 40 to 60 year old group because carcinomas are 
frequent enough in that group to cause concern. 
Solitary nodules in patients older than 60 years may 
be disregarded if it can be reliably determined that 
they are old, and have not changed in size or appear- 
ance. If the nodule has a short history or has grown 
rapidly, it probably is a nonpapillary cancer and is 
to be treated as such. It is possible that some of the 
long-existing nodules in this older age group are 
slow-growing cancers. However, the rate of growth 
and tendency to metastasis constitute less grave 
threats to life than would ill-advised prophylactic 
thyroidectomy. 

It is therefore apparent that surgical treatment of 
solitary nodules is restricted to those that may be 
carcinomas; that if they are carcinomas they have 
been so from the first; that the operation should be a 
cancer operation, not a prophylactic local excision. 
The minimum procedure should be wide excision and 
preferably a total lobectomy. If the growth is more 
diffuse, total thyroidectomy should be done. 

For papillary tumors the operation should include 
removal of the thyroid tumor by lobectomy with 
great care to avoid cutting into the tumor. Biopsy 
or any unintentional sectioning of the cancer seems 
to break down the body’s defenses which limit and 
retard the tumor in the thyroid or in local nodes, and 
permits the cells to invade the neck tissues and to 
metastasize widely. Incomplete operations are to be 
feared more than the papillary cancer left alone. 
Biopsy is to be avoided except where the surgeon 
cannot otherwise determine involvement in both 
lobes, or when thyroiditis cannot be differentiated. 
Lymph node metastases should be searched for and 
removed by wide excisions of the involved nodes. 
The usual block dissections of the jugular lymph 
node chains are condemned for needless radicality 


SURGERY OF THE 


HEAD AND NECK 


439 


resulting in mutilation and, most important, because 
these operations do not remove lymph nodes which 
receive metastases from the thyroid. Thyroid can- 
cers metastasize most commonly to the retrothyroid, 
superior mediastinal, and the paratracheal and pre- 
tracheal (delphian) nodes. These groups may be 
excised as local blocks, in addition to contralateral or 
ipsilateral jugular nodes. The frequency of bilateral 
cervical or mediastinal node metastasis is another 
reason for not doing conventional radical cervical 
dissections. An anterior sternomastoid incision is 
recommended, through which a unilateral lobectomy 
may be done and the isthmus, the pretracheal, retro- 
thyroid, superior mediastinal, and the jugulocarotid 
nodes may be explored and excised; the laryngeal, 
vagus, seventh and eleventh nerves, and the sterno- 
mastoid muscle may be spared. If the cancer is bi- 
lateral, or local extension causes the surgeon to avoid 
dividing the isthmus, a high, wide thyroidectomy in- 
cision is used, with backward extension and wide 
undermining of the flaps. The submaxillary nodes 
are not accessible through that incision, but they are 
rarely involved. If it is necessary to divide the ster- 
nomastoid muscle, it may be resutured. Block dis- 
sections are to be used only when local dissemination 
has occurred. 

There is no reason to employ postoperative irradi- 
ation after a satisfactorily complete operation. 

Twenty-four cases of papillary cancer are re- 
ported. Twenty patients have survived from 3 to 
15 years. Two died without recurrence, of other 
causes. One patient lives after 4 years with known 
distant metastasis. This patient underwent local 
skin implantation after a needle biopsy. One pa- 
tient died of cancer, following biopsy and irradia- 
tion therapy. There are no other local recurrences 
or distant metastases to date. 

LEONARD D. RosENMAN, M:D. 


The Surgical Treatment of Carcinoma of the Thy- 
roid Gland, with Special Reference to Metasta- 
sis. WiLLiAM F. MAcFEE. Surg. Clin. N. America, 
1953, 33: 361. 


In 1876 Cohnheim created a sensation in patho- 
logical circles by reporting a benign-appearing ade- 
noma of the thyroid with metastases under the title 
of “Simple Colloid Goiter with Metastases.” In 
1893 von Eiselsberg studied the metastases of thy- 
roid carcinoma with special reference to the bones 
and lungs—to the bones by way of the blood stream 
and to the lungs by way of the lymphatic system. 
The first large group of cases of both carcinoma and 
sarcoma of the thyroid was collected in 1902 by Er- 
hardt, and it revealed the history of previous goiter 
in 52 per cent of the cases. Bloodgood in 1go5 and 
1906 concluded there was little or no hope from sur- 
gery if the thyroid carcinoma reached the stage in 
which clinical diagnosis could be made. Thus he was 
one of the first American surgeons to recommend the 
removal of apparently benign thyroid tumors to pre- 
vent the development of cancer in them. In 1907 
Langhans presented his classification of the epi- 
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thelial forms of malignant struma. In 1907 Getzowa 
studied a type of very malignant tumor which Lang- 
hans designated as “small alveolar, large-celled 
adenocarcinoma”? and was thought to be derived 
from remnants of the postbranchial body. Ewing 
suggested that the large acidophilic components of 
the postbranchial struma represented Hurthle cells of 
the thyroid alveoli. This led to the name of Hurthle 
cell tumor for this particular lesion. 

Thyroid carcinoma appears more prevalent in re- 
gions of endemic goiter. In hospitals of the Atlantic 
seaboard o.59 per cent of the patients were admitted 
for goiter, whereas at the Illinois Research Hospital 
1.7 per cent were admitted for goiter. Thyroid can- 
cers have come mostly from the goiter belt. 

Patients with thyroid cancer are younger than 
those with cancer in other parts of the body, their 
average age being approximately 48 years. Thyroid 
cancer may occur at any age; children are not spared. 
In Coller’s series of 90 patients, 34 per cent were be- 
tween 14 and 4o years of age. Of Pemberton’s pa- 
tients, 2 were under 10 years and g others were under 
20 years. In Frazell and Foote’s report on 139 pa- 
tients with papillary adenocarcinoma, 20 were 21 
years or younger, the youngest being 6 years. Ken- 
nedy reported 8 thyroid cancers in children. There- 
fore, any tumefaction of the thyroid in children is 
taken seriously. The greatest number of thyroid can- 
cers as well as of other thyroid diseases occurs in the 
female. However, the ratio of thyroid disease in gen- 
eral to thyroid cancer is higher in the male. Pember- 
ton found the sex incidence of all nodular goiters to 
be 5 females to 1 male. However, thyroid cancer oc- 
curs in 2 females to 1 male. 

The cause of thyroid carcinoma is not known. 
Many have found a statistical association of goiter 
and carcinoma and have made an interpretation of a 
relationship occurring between goiter and carcinoma. 
Muller and Speese found a history of previous goiter 
in approximately half of the collected cases. In 1924 
Graham concluded that at least go per cent of carci- 
nomas of the thyroid arise in pre-existing adenomas. 
Pemberton estimated that 87 per cent originated in 
pre-existing goiter. In Coller’s series in 1929, 76 per 
cent of the patients with carcinoma had had a goiter 
for 3 or more years and 98 per cent showed micro- 
scopic evidence of pre-existing goiter. In removed 
goiters the incidence of carcinoma may again point 
to a possible relationship. In 637 nontoxic nodular 
goiters Horn and his associates reported a 9.8 per 
cent incidence of carcinoma. Ward found a 4.8 per 
cent incidence of carcinoma in 3,539 nontoxic and 
toxic nodular goiters, and one of 15.6 per cent in 
solitary nontoxic nodules. Crile and Dempsey found 
a 3.4 per cent incidence of carcinoma in 176 nontoxic 
multinodular goiters and one of 24.5 per cent in 98 
patients with solitary nodules. Cole found a 24.5 
per cent incidence among solitary nodules, and one of 
9.8 per cent among the multinodular goiters, with 1 
per cent in the toxic nodular and only o.2 per cent 
among the toxic diffuse variety. Also, Lahey and 
Hare report 0.62 per cent of carcinomas in 1,782 non- 
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toxic multinodular goiters, and 10.04 per cent in the 
solitary nontoxic nodular goiters. Although thyroid 
carcinoma is quite rare in toxic goiter a considerable 
number of such findings have been reported by Pem- 
berton, Coller, and also by the author. 

Crile recognizes that it is impossible to prove or 
disprove that carcinomas actually arise in adenomas 
and believes that most of the solitary adenomas 
which “become” carcinomatous were actually carci- 
nomas from the beginning. Thus, he considers the 
removal of a solitary nontoxic nodule is not a pro- 
phylactic measure to prevent the development of 
cancer, but rather the removal of a possible cancer 
already in existence. Crile also suggests that if car- 
cinoma really develops in benign adenomas it might 
reasonably be expected to be more common in pa- 
tients with multiple adenomas, which is not the 
case. 

Pathologically, the malignant tumors are fre- 
quently encapsulated, at least in the early stages, 
and even recurrent tumors may show encapsulation. 
When the tumor eventually breaks through the cap- 
sule it behaves like other types of cancer. Even the 
histologic differentiation may be troublesome, par- 
ticularly while the tumor remains within the cap- 
sule. Invasion of the blood vessels was regarded by 
Graham as infallible evidence of malignancy in 
thyroid carcinoma. When this is the only evidence 
Warren has declared that only 6.3 per cent of the 
cases have a malignant course. Ward concludes that 
the question of malignancy in some thyroid tumors 
can be answered only by years of follow-up. In con- 
trast to the many early reports of metastasizing nor- 
mal-appearing thyroid tissue, Simpson found that 
the majority of these cases had mot been studied 
completely. 

The question of primary malignancy arising in so- 
called lateral aberrant thyroid tissue is based on the 
embryologic development of the lateral thyroid 
bodies from the fourth pharyngeal pouch which 
failed to fuse with the medial component of the 
thyroid from the ventral aspect of the pharyngeal 
wall. In 1934, Pemberton’s experience with these 
tumors led him to believe that they did not originate 
from these misplaced thyroid bodies, but are malig- 
nant cells originating in the thyroid gland. Others 
have reached similar conclusions. 

Classifications of thyroid carcinomas vary some- 
what. Further changes are likely to be made as 
knowledge of the subject grows. Most of the work- 
ers recognize (1) papillary adenocarcinoma, (2) folli- 
cular and alveolar carcinoma, or malignant adenoma, 
(3) carcinoma simplex, (4) giant cell carcinoma, and 
(5) epidermoid carcinoma. Some classify the 
Hurthle cell carcinoma separately and others in- 
clude it with the alveolar carcinoma. 

Thyroid carcinoma may disseminate by way of the 
lymphatics or via the blood stream. Graham ob- 
served that malignant epithelial types metastasize 
by way of the blood more frequently than similar 
tumors of any other organ. Also, in no other organ 
does the histologic appearance of the primary carci- 
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Fig. 1 (MacFee). Transverse incisions used for better cosmetic results in excision 
of the right lobe of the thyroid and dissection of the cervical lymph nodes. 


noma and the metastases so frequently resemble the 
benign parent tissue. 

The most frequent type is the papillary carcinoma, 
which is the least malignant. It may occur at any 
age, including children and adolescents. The primary 
lesion varies in size, but is likely to be small and hid- 
den within the gland; it may be overlooked. The me- 
tastases are larger than the primary lesion. At first 
the primary lesion is softer than ordinary carcinoma, 
but later it becomes more indurated. Histologically, 
small cystic cavities are seen with intracystic papil- 
lary projections. The tumor invades the capsule 
slowly and also infiltrates the normal parts of the 
thyroid. The most frequent site of metastasis is in 
the regional cervical lymph nodes. Large series of 
cases show an incidence of metastasis to the cervical 
nodes ranging from 50 to 58 per cent. Papillary 
tumors usually remain localized in this region, grow- 
ing slowly over a long time. Occasionally, metastasis 
occurs to the lung, mediastinum, and even to bone. 

The malignant adenoma, or alveolar and follicular 
carcinoma, occurs as a large, solid, well encapsulated 
nodular or lobular growth. There is early invasion of 
the blood vessels with remote metastasis occurring 
while the tumor is still encapsulated. It gradually 
invades the capsule and extends locally. This type 
has a definite tendency to metastasize to bone, but 
frequently also to the cervical nodes, lungs, and 
mediastinum. The majority of bone metastases re- 
ported have been of the adenocarcinoma type. Bone 
metastases are frequently well differentiated. The 
bones involved, in order of their frequency, are: the 
skull, vertebrae, pelvis, clavicle, sternum, femur, 
ribs, humerus, scapula, and mandible. The incidence 
of metastases to the bones varies from 17 per cent to 
54.5 per cent. 


The Hurthle cell adenocarcinoma presents an en- 
capsulated form with no striking clinical differentia- 
tion from ordinary benign or malignant adenoma. It 
is usually small, but it may be large, and behaves like 
alveolar carcinoma in that it, metastasizes to the 
cervical lymph nodes, to the bones, and to the 
chest. 

In carcinoma simplex the cells grow in solid masses 
or sheets without glandular formation. This lesion 
occurs largely in older age groups. It is likely to be 
large, hard, nonencapsulated, and somewhat fixed, 
grossly, it appears malignant. There is rapid local 
growth and invasion, and early metastasis via both 
the lymph and blood streams. Pemberton reported a 
60 per cent incidence of cervical metastasis, 44.5 per 
cent to the lungs or mediastinum, and 23.7 per cent 
to the bones. Other variations are reported. 

The giant cell carcinoma occurs predominantly in 
older people. It grows rapidly and is large when first 
seen. Obstructive symptoms appear early and death 
occurs by compression of the cervical structures. 
Wide invasion occurs, with frequent regional lymph 
node and visceral metastases. 

Squamous cell cancer of the thyroid is rare. It isa 
hard, nonencapsulated, invasive tumor. Its origin 
has been attributed to the thyroglossal duct. In the 
few cases reported there was local spread and also 
widespread visceral metastases. 

Metastases to the thyroid have occurred from car- 
cinoma of the ascending colon, the rectum, the thy- 
roglossal duct, the lungs, the esophagus, the kidneys, 
and from the larynx. The most common sites of me- 
tastases from thyroid carcinoma are found in the 
following order: cervical nodes, lungs, mediastinum, 
and bones, with some variation depending upon the 
type of thyroid carcinoma. 
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Patients with thyroid carcinoma may seek advice 
for a variety of complaints, the most common being 
enlargement of the gland, either from a pre-existing 
goiter or a new tumor. The physical signs are rarely 
conclusive except in far advanced cases. The clinical 
diagnosis may be difficult; a toxic diffuse goiter of 
long-standing may present considerable induration 
or there may be induration of acute and chronic thy- 
roiditis; in addition there may be the unexplained 
lymphadenopathies along the jugular vein and just 
above the isthmus. 

In the treatment of thyroid carcinoma there is 
general agreement that complete removal of the 
local tumor requires a lobectomy on the involved 
side, and in the presence of clinically involved cervi- 
cal nodes at least a unilateral neck dissection should 
be done. When the lymph nodes are not clinically in- 
volved the indication for neck dissection varies with 
the type of tumor, with a general trend towards con- 
servatism. 

In view of the consistently high incidence of cervi- 
cal metastases in all forms of thyroid carcinoma, cer- 
vical node dissection as a part of the basic surgical 
treatment is as logical as similar procedures for can- 
cer elsewhere. In lower grades of malignancy it is 
important to take advantage of the favorable cir- 
cumstance and attempt a definitive cure by remov- 
ing the regional as well as the primary nodes. Neck 
dissections early in the disease may be done through 
transverse incisions and the sternocleidomastoid 
muscle and the jugular vein may be spared. In papil- 


lary adenocarcinoma the dissection can usually be 
confined to the anterior and posterior triangles below 
the digastric muscle. Thisagrees with the author’s find- 
ings, confirming Sloan’s, that it is uncommon for the 
disease to extend to the submental and submaxillary 
areas, 

In the highly malignant forms, such as the follicu- 
lar and alveolar adenocarcinoma, the carcinoma sim- 
plex, the giant cell carcinoma, and the squamous cell 
variety, effective surgical treatment is usually im- 
possible because of the rapid local growth, infiltra- 
tion, and early metastasis. However, when there is 
evidence of only local and regional involvement, lo- 
bectomy and radical neck dissection should be car- 
ried out. 

Surgical resection of recurrence in the slow-grow- 
ing, relatively benign papillary adenocarcinoma may 
give excellent results. Remote metastasis may be 
treated with radioactive iodine if the lesions contain 
colloid. 

Results in general show 4o per cent recurrence and 
death in from 8 to 12 per cent for the papillary type 
of tumor. In the follicular and alveolar types, 70 per 
cent of the patients in one study died and 41 per cent 
in another one, with 13.6 per cent living with bone 
metastases. In carcinoma simplex only 23 per cent 
of the patients followed up for 5 years were alive and 
well. In giant cell carcinoma, 38 of 39 patients had 
died of the carcinoma, and an almost similar fate was 
observed in the patients with the squamous cell va- 
riety of tumor. Davip Movitz, M.D. 


























BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Discussion on the Differential Diagnosis of Lesions 
of the Posterior Fossa. MACDONALD CRITCHLEY. 
Proc. R. Soc. M., Lond., 1953, 46: 719. 


Like many of the meetings of the Royal Society of 
Medicine, this one was confined to the section of 
Neurology. As many different speakers took part, 
the present report might properly be described as a 
symposium. The following individuals participated: 
Sir Geoffrey Jefferson, J. Hamilton Paterson, J.W.D. 
Bull (radiologist), Wylie McKissock, and others. As 
is usually the case in a symposium, the subject ma- 
terial is unevenly covered. 

S1r GEOFFREY JEFFERSON opened the discussion 
with an analysis of 635 tumors of the posterior fossa. 
It is believed that the acusticus tumor is commonest 
in patients over the age of 30 years, whereas the 
tumors occurring in youth are the astrocytoma and 
medulloblastoma. Angioblastomas are very strongly 
represented but are distributed rather evenly 
throughout the age groups. Secondary carcinoma in 
the cerebellum becomes more common as the age 
increases, and, in the sixth decade secondary carci- 
noma is almost as common as acoustic neuroma. 

The neurological location and extent of the tumor 
is discussed at some length and attention is drawn 
to the fact that tumors arising near the midline occur 
much more frequently under the age of 20 years; 
these may produce predominantly unilateral signs 
by compromising one dentate nucleus more than 
another. Over the age of 20 years there is a greater 
possibility that the tumor may involve one hemi- 
sphere and the neurological picture is produced by 
interference with the dentate nucleus and the cere- 
bellar peduncles on one side. There is a brief discus- 
sion of the vermis syndrome. The association of 
vertigo with cerebellar tumor is more common in 
cases in which there is involvement of the flocculus 
and nodulus, and several examples of this situation 
are presented. As would be expected, the cerebro- 
spinal fluid protein is highest in hemangiomas and 
somewhat less in acoustic neuromas. There is an 
interesting discussion of 175 acoustic neuromas, as it 
is believed that many of the cerebellar signs are pro- 
duced by compression of the middle cerebral pedun- 
cle. Although tumors of the acoustic nerve sheath 
occur, it was pointed out that only 25 per cent of the 
patients volunteer information concerning defective 
hearing. Most patients do not present themselves 
until they have become problems in increased intra- 
cranial pressure. In this connection McKissock 


points out the necessity for complete evaluation of 
the site and extent of these tumors, so as to plan a 
space-saving and time-saving surgical procedure. 
He places great reliance on routine ventriculograms 
and a very careful otolaryngological examination. 
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The roentgenological aspects of the diagnosis of 
posterior fossa tumors are discussed by Butt, who 
notes that vertebral angiography contributed valu- 
able information in only 8 of 40 cases. Usually, the 
hemangioblastomas are well outlined, but there are 
exceptional cases. All methods of x-ray diagnoses 
may have to be used, and in air studies it is most im- 
portant to try to visualize the fourth ventricle. 
Small quantities of myodil (pantopaque) are used to 
show up the cerebrospinal fluid pathways in the 
brain, and examples are presented in which kinking 
of the aqueduct was demonstrated. Deviation of 
the aqueduct from the midline may be clearly dem- 
onstrated with this contrast medium. A well illus- 
trated presentation of the plain x-ray films in these 
cases is included. 

J. Hamitton PATERSON discusses some disorders 
involving the brain stem and quotes the cases as if 
they were relatively rare and of uncertain diagnosis. 
The lesions come under the headings of encephalitis, 
multiple sclerosis, angiomas, and aneurysms; one or 
two confirmed examples of each are given. Gliomas 
of the brain stem are mentioned briefly. The roent- 
genologist may notice displacement of the brain 
stem in these. In the diagnosis of lesions of the pos- 
terior fossa, teamwork among the neurosurgeon, 
neurologist, otologist, and radiologist is emphasized. 
Although electroencephalography may sometimes of- 
fer a hint, there is little of a specific nature to be seen 
on the tracings. 

The symposium closes with a discussion of 30 
cases of meningiomas of the posterior fossa, diag- 
nosed by Str GEOFFREY JEFFERSON. These tumors 
present an important problem in diagnosis and the 
principal point is to suspect a tumor. In this group 
a variety of other diagnoses were first entertained. 
The tumors are described according to their location 
in the posterior fossa and their salient points are 
mentioned. The’spinal fluid pressure and the fluid 
chemistry may be within normal limits, although 
many showed an elevation in total protein. The 
electroencephalogram may show an occipital focus. 
Eventually all available resources may have to be 
employed, including ventriculography and a panto- 
paque outline of the third ventricle, aqueduct, and 
fourth ventricle. 

The article is of considerable interest because it 
summarizes the views of a group of experienced men 
working in the field of the neurological sciences. The 
roentgenological section is well illustrated. Many 
interesting exceptions are supported by very brief 
case reports. ADRIEN VER BRUGGHEN, M.D. 


Extradural Hematomas of the Posterior Fossa. 
ELDRIDGE CAMPBELL, ROBERT D. WHITFIELD, and 
ROBERT GREENWOOD. Ann. Surg., 1953, 138: 509. 


The present article is well organized and clearly 
descriptive in dealing with the relatively rare con- 
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dition of extradural hemorrhage of the posterior 
fossa. The authors describe 4 cases of their own and, 
in addition, review the 23 previously reported cases. 
They state that this condition has been bypassed 
or ignored by most of the leading neurosurgical 
texts dealing with head injuries, and it is only by 
being clearly cognizant of its signs or suspicious of 
its presence that it may usually be diagnosed in 
time. The incidence of this type of injury varies 
from o.1 to 0.3 per cent in different large series of 
head injuries. There was an overall mortality of 
4 out of 6 acute cases (67%), and of 8 out of 21 
subacute cases (38%). 

The authors believe that these hemorrhages 
roughly follow 2 clinical patterns: (1) acute cases 
with predominant signs of brainstem compression, 
and (2) subacute cases, of longer than 24 hours, 
principally with signs of cerebellar or bulbar dys- 
function. The great majority of these lesions result 
from tear of either the longitudinal or lateral sinus, 
and occasionally the torcular sinus; however, 4 cases 
without involvement of the sinuses are cited. These, 
it is believed, may arise from bleeding of the bone 
or small dural vessels. 

The final analysis shows that if a patient has 
suffered a severe head injury in, or bordering on, the 
occipital region, with or without skull fracture and 
with or without initial unconsciousness, then in 
the presence of either brain stem compression or 
cerebellar dysfunction one should suspect the pres- 
ence of epidural hemorrhage of the posterior fossa. 
The presence of small supratentorial hemorrhage 
does not rule out the dual possibility of posterior 
fossa clot also existing. | GrorGE M. Austin, M.D. 


Spontaneous Cerebellar Hematoma with Surgical 
Recovery (Hematoma cerebeloso espontdneo curado 
quirargicamente). MANLIO FERRARI, ROMAN ARANA 
INIGUEZ, RACL NIN, and OMAR ETORENA. An. Fac. 
med. Montev., 1953, 38: 179. 


Two cases of spontaneous cerebellar hemorrhage 
are reported. They are the only 2 instances of this 
kind in a material of 84 spontaneous intracranial 
hemorrhages received in the past 8 years on the 
authors’ service in the 8 year period from 1945 to 
April, 1953. 

The first patient, a 38 year old diabetic woman, 
had a history of two previous attacks of diabetic 
coma. The present attack of coma occurred suddenly 
with cardiovascular collapse, an irregular pulse of 
120, and clinical manifestations of acidosis. There 
were clonic movements of the face and upper extrem- 
ities. There were no meningeal symptoms, the ten- 
don reflexes were lively, there was no Babinski reflex. 
The patient died a few hours after arrival in the 
clinic. 

The second patient, a 14 year old girl student, en- 
tered the clinic with complaint of headache and 
vomiting. The attack began 5 days before admission 
as a sudden attack of occipitalgia, at times radiating 
to the entire head region. Two days later vomiting of 
food and bile developed. The body temperature os- 
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cillated between 37 and 38 degrees. The patient com- 
plained of a feeling of weakness. She had been bed- 
ridden continuously. Two days previously photo- 
phobia had developed. There were no meningeal 
symptoms and the most that could be elicited on 
physical examination were a few movements of 
nystagmic character when the eyes were directed 
to the left side. The blood pressure was 110/70. 

At the time of the first examination the spinal 
puncture proved normal in every respect; however, 
the electroencephalogram, although without evi- 
dence of a focal cortical lesion, exhibited some signs 
suggesting a deep lesion, located medially and pos- 
teriorly. 

Three days later the headache became worse and 
vomiting became more frequent. The head was held 
rigidly and rotated to the right, and there was some 
nuchal rigidity. At this time the spinal puncture dis- 
closed a cell count of 1,728 elements with 45 per cent 
polynuclears and 55 per cent lymphocytes. Six days 
later the cell count had returned to 16 elements and 
ventriculography was decided upon; this disclosed 
the presence of a symmetrical internal hydro- 
cephalus. 

The posterior cranial fossa was opened from the 
lower occipital and upper nuchal direction and the 
tensely drawn dura mater was incised. The ventricu- 
lar system was drained by means of a Nelaton cathe- 
ter; nevertheless, the tension persisted and the left 
lobe of the cerebellum seemed larger than the right. 
This lobe was incised high up where the convolutions 
are broad. At a depth of 2.5 cm. there was encounter- 
ed what appeared to be a cystic mass with a grayish 
capsule which could be easily separated from the 
nerve tissue in which it was embedded. The cavity of 
this structure was found to be filled with coagulated 
blood. The whole mass could be removed en masse 
and the subsequent histologic examination confirmed 
the macroscopic impression of an encapsulated 
hematoma. 

The postoperative recovery was without incident 
and the patient was discharged on the eighth post- 
operative day. Periodic examinations have since 
failed to disclose any evidence of abnormality. 

Joun W. BRENNAN, M.D. 


Eight Syndromes of Facial Paralysis and Their 
Significance in Locating the Lesion. Kurt 
Tscutassny. Ann. Otol. Rhinol., 1953, 62: 677. 


It is not difficult for the average examiner to dif- 
ferentiate between an upper and a lower motor 
neuron lesion in facial nerve disease, but it is another 
matter to locate the lesion along the course of the 
lower motor neuron. This article points out, in addi- 
tion to the upper motor neuron levels of possible 
pathology, seven sites along the course of the lower 
motor neuron which may be accurately and simply 
tested. 

The author divides the peripheral facial nerve into 
the following successive levels: extrafallopian, infra- 
chordal, infrastapedial, suprastapedial, transgenicu- 
late, suprageniculate, and somatic nuclear. An ex- 
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TABLE I.— SIGNS CHARACTERISTIC OF FACIAL NERVE LESION AT EIGHT DIFFERENT LEVELS 
a de a el De me 
mouth open 
“Supranuclear_ Z | ” yes is a 7 yes a | "yes 7 =. | yes. | ie yo yes | yes 
Nuclear no yes 7 | no | oF coe Sia yes yes a "yes " 7 yes . 
Suprageniculate | nO 2 yes” ‘no | =. no no | on | : yes ; yes 
Transgeniculate no yes : no | no no no no | no yes 
Suprastapedial no yes no no no no | yes no yes 
Infrastapedial no yes no no yes no yes | no yes 
" Infrachordal no yes no | no yes no yes | yes yes 
Infraforaminal no yes no | no yes no yes yes no 


























cellent, briefly presented working description is given 
of the functional anatomy of each of the eight levels 
of the facial nerve system, and a chart summarizes 
the signs characteristic of each level. The author 
describes the simplified, safe, and painless procedure 
for using his “‘stethoscope loudness balance test” as 
a method of testing for competency of the stapedius 
nerve and muscle. Joun Martin, M.D. 


MISCELLANEOUS 


Our Experience with Aneurysms of the Internal 
Carotid Artery and Its Branches Following the 
Use of Controlled Hypotension (Notre experience 
de la chirurgie des aneurismes de la carotide interne 
et de ses branches depuis l’emploi des gangliople- 
giques). LAINE, DELANDTSHEER, and DELANDT- 
SHEER. Lille chir., 1953, 8: 147. 


It is pointed out that the treatment of intracranial 
aneurysms today is still in a state of flux. It is true 
that it is sometimes easy to obliterate the neck of 
such a lesion, but many of the aneurysms connected 
with the internal carotid or basilar arteries do not 
lend themselves to this form of treatment. For this 
reason many neurosurgeons have tried to check the 
progressive aneurysmal dilatation with pieces of 
muscle. This has not prevented a rapidly fatal rup- 
ture in some cases. The procedure is so fraught with 
technical difficulties that the closure of the wound 
is anticipated with relief. Under these circumstances 
it is not surprising that some neurosurgeons have 
fallen back on palliative ligation of the internal caro- 
tid artery. This method also has its drawbacks and 
it is pointed out that in different groups of cases 
there is a high incidence of. death or hemiplegia. 
Successful ligation and even progressive closure of 
the internal carotid artery has not been a guarantee 


against ultimate rupture of the aneurysm. Further- 
more, this method has led to thrombotic processes in 
the vessel, which have produced grave complica- 
tions. Obliteration of the internal carotid is par- 
ticularly unsatisfactory in aneurysms of the anterior 
cerebral and anterior communicating arteries. 

Hypotensive anesthesia has greatly reduced the 
difficulty of direct attack on the aneurysm. This has 
reduced the difficulty of dealing with the swollen 
brain and the excess of spinal fluid which occurs 
secondarily to the extravasation of blood. Dealing 
with the aneurysm itself after exposure is easier, for 
bleeding from the sac can be controlled without too 
much effort. In the authors’ cases, frontal lobec- 
tomy was sometimes required with the possibility 
of a neurological deficit. Controlled hypotension has 
greatly reduced the above mentioned hazards. 

The article contains short case reports of 14 
aneurysms dealt with under hypotensive anesthesia. 
The reports are accompanied by angiograms which, 
unfortunately, are too small in reproduction for clear 
visualization of the lesions. There were 2 deaths in 
the series, both in arteriosclerotic patients over 50 
years of age; however, 3 other arteriosclerotic pa- 
tients over 50 years of age made satisfactory recov- 
eries. In 2 of these there were postoperative neuro- 
logical complications which fortunately receded 
sufficiently to let the patients lead normal lives. 
Preoperative neurological complaints unfortunately 
did not always improve after the aneurysm had been 
dealt with. Some of the lesions were excised; in 
others, the neck of the aneurysmal sac was either 
clipped or tied. Considering the gravity of these le- 
sions, the authors feel gratified that they obtained 
such satisfactory results. 

ADRIEN VERBRUGGHEN, M.D. 











CHEST WALL AND BREAST 


Mastography in Clinical Practice (La mastographie 
au service de la clinique). VERGOz, TILLIER, and 
LaQuiERE. Presse med., 1953, 61: 1347. 


The authors present a series of varied lesions of 
the mammary gland, which had been examined by 
mastography. In the majority of these cases the 
information gained from mastography was in agree- 
ment not only with the clinical impression, but also 
with the macroscopic and microscopic examination 
of the tissue removed at operation. The authors 
place great confidence in this method of examination 
and value its worth in the detection of malignant 
tumors of the breast. 

In the case of a woman with cancerophobia, mas- 
tography revealed the absence of mammary disease 
and an explanation of the x-ray plates convinced the 
patient that she was cancer-free. 

In cases of uniform swelling of the mammary 
gland due to chronic inflammatory processes, mas- 
tography showed that the enlarged gland was of 
normal homogeneous density and free from any new 
growth. 

Palpable tumors, judged clinically benign on ac- 
count of smoothness of contour and nonadherence to 
surrounding tissues, were found to be regular in out- 
line or even cystic in nature by roentgenologic exam- 
ination. Histologic examination after operation sub- 
stantiated the benign character of these tumors. 

Irregularity of outline and bilobulation (revealed 
by mastography) usually left little doubt as to the 
presence of malignancy. Histologic examination of 
tissues removed from such cases confirmed the im- 
pression gained from roentgenologic examination as 
to the presence of malignancy. 

Mastography alone should not be relied upon as 
the sole means of confirmation of the anatomical 
makeup of lesions of the breast. Biopsy remains the 
most important means of clinching the diagnosis. 
In one of the authors’ cases, x-ray examination of 
the breast revealed an irregularly outlined tumor 
suggestive of malignancy. Macroscopic examination 
substantiated this impression, but histologic ex- 
amination showed that the lesion was benign. 

Mastography, in some cases, revealed abnormal 
shadows of a tumor which could not be, or was not, 
detected on palpation of the breast. 

The fixed image of the breast on an x-ray plate is 
a more precise method of examination than that of 
transillumination. The shadows can be studied 


leisurely. Not only can the presence of malignancy 
in the tumor itself be carefully sought out, but often- 
times the presence of malignant metastases in tissues 
adjacent to the breast may be detected. 
Roentgenographic investigation is considered a 
dependable method of diagnosis of mastopathies. 
BLACKWELL MArkuay, M.D. 
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Cystic Fibroadenomatosis of the Breast (Gli epiteli 
mucipari nella mastopatia fibrocistica). GIULIANO 
BriziARELLI. Lav. ist. anat. Univ. Perugia, 1953, 
13: 103. 

The author presents 1os5 cases of cystic fibro- 
adenomatosis of the breast, which were observed 
at the Institute of Anatomy and Pathology of the 
University of Perugia. In 38 per cent of these 
patients, carcinoma developed. In 5 cases (5.05%), 
mucous epithelial cells were responsible for the 
mucus in the glandular cysts; these should not be 
confused with globet (or chalice) cells. In 37 cases, 
including the 5 already mentioned, a metachromatic 
substance was present in the internal part of the 
dilatation cysts, assembled in irregular masses in 
the center of the cavities. These large cystic dila- 
tations seemed to contain less metachromatic sub- 
stance. 

The mucous epithelial cells were found in the in- 
dividuals from 40 to 46 years of age, and the meta- 
chromatic substance of the dilatation cysts, which 
was taken from subjects 23 to 56 years of age, is 
the product of their activity. 

Since chronic cystic mastitis is a precancerous 
condition, the author advances the theory that its 
mucous epithelia must play an important role in 
its development into mucous cancer. 

M. L6pez BEx10, M.D. 


Carcinoma of the Female Breast: Conservative and 
Radical Surgery. I. G. WrtitAms, R. S. Mur ey, 
and M. P. Curwen. Brit. M.J., 1953, 2: 787. 


This excellent comprehensive article is an analysis 
of 1,044 cases of carcinoma of the female breast first 
seen at St. Bartholomew’s Hospital, London, in the 
1o year period from 1930 through 1939. On all 
but 30 untraced cases, it was possible to complete 
follow-up studies through May of 1951, giving 10 
year survival rates for the 1,014 traced patients and 
15 year survival rates for the patients registered in 
the years from 1930 through 1935. 

The authors discuss at some length the clinical 
features of the cases, the classification of the disease 
into clinical stages by the so-called “Manchester” 
system, the methods of treatment, and the results 
achieved by each of these methods. 

Differences in clinical staging cannot be explained 
solely on the basis of delay in seeking medical ad- 
vice, as 31 per cent of the patients with more than 
a 2 year history were still in Stage I while 19 per 
cent of those having a history of a month or less 
were already in stage III or IV. 

Simple surgery was done on 229 patients, of whom 
more than half were subjected to only simple excision 
of the tumor. 

Radical mastectomy was done on 338 patients 
and a modified radical operation on 167. Radium 
without surgery was used in 149 patients and x-ray 
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treatment alone in 114. No treatment at all was 
used in 47 patients. About two-thirds of the pa- 
tients treated surgically were also given radiation 
treatment. 

The adjusted survival rates for all treated cases 
in stage I were: 5 year survival in 72 per cent, 10 
year in 51 per cent, with corresponding figures for 
stage II being 39 and 26 per cent, respectively. The 
rates for the individual type of treatment did not 
vary appreciably from these figures. Interestingly, 
there was a lower survival rate for stage II cases 
with pathologically free axillary glands than for 
stage I cases with axillary involvement. 

Allowing for the difficulties inherent in drawing 
conclusions from a study such as this, the authors 
nevertheless feel that when efficient radiation thera- 
py is available radical mastectomy should be aban- 
doned in favor of conservative surgery. 

BENJAMIN F. Lounsbury, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Pedunculated Mesothelioma of the Pleura (Meso- 
telioma peduncolato della pleura). V. PricoLto and 
F. Lomonaco. Tumori, Milano, 1953, 39: 296. 


The authors report the case of a circumscribed 
mesothelioma of the pleura, and present a discus- 
sion of the histologic and clinical diagnosis, with 
comments regarding treatment of the condition by 
surgery. Histologically, -it appears to be a fibro- 
matous tumor, the central area of which is charac- 
teristic of fibrosarcomatosis. A complete study and 
review of world literature on this type of tumor 
was carried out. The bronchoscopic, broncho- 
graphic, and cytological reports are not as impor- 
tant here as in other diseases. In spite of the fact 
that the patient in this case did not have any 
extrathoracic symptoms, the authors emphasize 
the joint symptoms (articular) as the basis for the 
diagnosis of this tumor, particularly the swelling 
and pain in the hand, joint, hip, back, elbow, and 
knee. In some cases there is elevation of tempera- 
ture and dyspnea. 

Usually, most mesotheliomas of the pleura are 
benign and capsular. The treatment is surgical, 
with removal of the tumor as the best procedure. 
Sixty per cent of the tumors have a pedicle, and 
the tumor is free in the chest cavity. It is usually 
implanted on the visceral pleura, but may arise 
from the parietal or mediastinal pleura, and oc- 
curs in the right chest more frequently than in the 
left. Sometimes, as in the case which the authors 
report, a more or less extensive resection of the 
lung should be performed. 

From the standpoint of preoperative diagnosis, 
clinical, roentgenologic, endoscopic, angiocardio- 


graphic, and laboratory studies are not enough. 
The presence of a mesothelioma of the pleura 
should be suspected in all patients having rheuma- 
tic symptoms which are associated with a cir- 
cumscribed intrathoracic tumor. 

M. Lopez Betto, M.D. 
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Segmental Resection for Pulmonary Tuberculosis. 
J. MAXWELL CHAMBERLAIN, CLIFFORD F. STOREY, 
ROBERT Kiopstock, and CHARLES F. DANIEts. J. 
Thorac. Surg., 1953, 26: 471. 


Attention is first given to the basic pathology of 
pulmonary tuberculosis which is an indolent pneu- 
monia, and which may (1) resolve, (2) fibrose, or (3) 
caseate. In every lesion it is probable that all three 
factors are at work. It is the necrotic focus and 
especially the size of the focus that threatens the 
patient’s future through liquefaction and dissemi- 
nation. Thus the fibrocaseous lesion, with or without 
cavitation confined to one or two segments of a lobe, 
becomes the principal indication for segmental re- 
section. The stabile duration of the lesion in serial 
x-ray films is important in determining whether it is 
predominantly a fibrocaseous lesion. Larger fibro- 
caseous lesions necessarily present a more serious 
threat to the patient. Exudative or tuberculous 
pneumonia generally contraindicates a major thoracic 
operation. 

The basic physiology is probably not significantly 
changed by segmental resection, because only the 
diseased, inadequately functioning units are removed 
and the tuberculosis has already accomplished com- 
pensatory changes in the remaining undiseased seg- 
ments and lobes. 

Laminagraphy, especially lateral laminagraphy, 
is stressed as the single most helpful preoperative 
measure to pinpoint the diseased areas, and par- 
ticularly to study for the presence of disease in the 
segments to be left behind surgically. 

The surgical procedure most commonly used is an 
anatomic segmental resection for moderate and far 
advanced lesions. A wedge resection or local re- 
section is done in minimal lesions when possible. 
In some cases subsegmental resections are done. 
During resection, the plan when possible is to isolate 
and obstruct the bronchi of the diseased segments 
before attempting to carry out any other surgical 
manipulation. 

The authors stressed postoperative vigilance to 
immediately recognize and correct complicating 
changes in pulmonary physiology. Other items of 
importance included the maintenance of patent 
airways; the maintenance of adequate negative 
pressure for lung expansion using active suction at 
minus 15 to 25 cm. of water; frequent roentgeno- 
graphic check of the chest; the use of antibiotics and 
the correct control of pain, particularly without the 
use of too much narcosis. 

In order to avoid overdistention of pulmonary 
units following segmental resections, it was necessary 
in some cases to do a costectomy by removing short 
segments of the upper three or four ribs, and in 
other cases an extraperiosteal plombage. The lower 
and middle lobes were never mobilized in obliterative 
pleuritis when preoperative fluoroscopy revealed 
good movement of the diaphragm. Functional loss 
is less in these cases if the previously mentioned 
costectomy or extraperiosteal plombage is carried 
out in the thoracic vault. 
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A series of 300 consecutive patients who had 
segmental resection for pulmonary tuberculosis were 
followed for 1 to 5 years; 93.7 per cent are living 
and well, 3.3 per cent are living with disease, and 
3 per cent are dead. The significant major com- 
plications were bronchopleural fistula in 16 (5.3 per 
cent of patients), empyema in 13 (4.3 per cent), and 
spread of the pulmonary tuberculosis in 9 (3 per 
cent). Late exacerbations of the disease occurred 
in 18 (6 per cent). These exacerbations were re- 
solved by antibiotics only in 5 (1.7 per cent), by 
surgery in 6 (2 per cent), and persisted in 7 (2.3 
per cent). FREDERICK C. HoEBEL, M.D. 


Surgical Therapy for Pulmonary Coccidioidomyco- 
sis. Pau. H. GuILrorL. Am. Surgeon, 1953, 19: 975. 


Pulmonary coccidioidomycosis manifests itself in 
two forms: a primary benign form in which the in- 
fected person may show no symptoms or only those 
of a mild upper respiratory infection, in which re- 
covery is invariable, and a secondary, disseminated, 
so-called granulomatous form, in which the mor- 
tality rate is approximately 50 per cent. 

In Trimble’s excellent review the incidence of 
pulmonary cavity formation in Army hospitalized 
patients ranged from 2 to 8 per cent. Most of the 
cavities that develop close spontaneously during a 
period of several months. Since coccidioidomycosis 
is not considered contagious, and since many cavities 
persist for considerable periods of time without 
causing severe disability, many medical men believe 
that these cavities should not be treated energetical- 
ly. However, patients with coccidioidal pulmonary 
cavitation frequently present themselves with a 
history of recurrent hemoptysis and/or persistent 
chest pain, and occasionally with secondarily in- 
fected cavities or secondary pyogenic lung abscesses. 
For these patients simple medical treatment is not 
sufficient, and surgeons are becoming more con- 
vinced that these residual cavities should be resected. 

The number of recorded cases in which the pa- 
tients were treated surgically is still considerably 
less than 1oo. For this reason and because the 
question of surgery in these patients is still in dis- 
pute, the author presents 3 case reports of patients 
treated surgically with full recovery. One had a 
resection of the left upper lobe, another a resection 
of the right upper lobe followed by thoracoplasty, 
and the third a segmental resection of the left upper 
lobe followed by thoracoplasty. 

Cotton and Birsner give the following indications 
for operation: 

1. Specific types of cavities: (a) giant, (b) secon- 
darily infected, and (c) blocked. 

2. Rupture of cavity: (a) spontaneous pneumo- 
thorax, and (b) empyema 

3. Nonexpansile lung 

4. Hemoptysis: (a) continued, and (b) severe. 

5. Coccidioma-expanding lesion 

6. Failure of medical treatment 

To these indications should be added that of a 
questionable diagnosis. The author believes that 
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when an upper lobectomy is done for coccidioidomy- 
cosis, a complementary or supplementary partial 
thoracoplasty should be done in order to prevent 
over-distention of the remaining lower lobe with 
consequent susceptibility to progressive disease. It 
is indicated that pulmonary resection for coccidioi- 
domycosis does not cause dissemination of the 
disease. ALBERT M. Scuwartz, M.D. 


Indications for Surgery in Nontuberculous Spon- 
taneous Pneumothorax (Indicazioni chirurgiche 
nel pneumotorace spontaneo non tubercolare). L. 
Manzoccui and P. Capponi. Chirurgia, 1953, 8: 102. 


The authors discuss the changes in the surgical 
treatment of spontaneous pneumothorax since the 
discovery of antibiotics. In the treatment of this 
condition, it is important to determine the nature 
of the primary disease of the lungs, pleura, or 
mediastinal organs. One must also determine if the 
atelectasis is accompanied by a tension pneumo- 
thorax. Six cases are presented, which exemplify 
the complications and method of management. 

Rupture of an emphysematous bleb usually results 
in a simple pneumothorax without tension. In these 
cases, continuous pleural aspiration is advocated 
because it reduces the period of hospitalization by 
50 per cent; patients are discharged in approximately 
11 days with full re-expansion of the affected lung. 

Acute tension pneumothorax is accompanied by 
profound alterations in the dynamics of respiration. 
The atelectasis, mediastinal shift, and emphysema 
of the soft tissues require immediate relief. In this 
condition, usually due to a ball-valve mechanism, 
the treatment consists of continuous aspiration by 
means of a catheter under water exerting a negative 
pressure of —10 to -15 cm. When the emphysema 
has cleared, and the lung has fully re-expanded, one 
may instill aseptic irritants to allow adhesions to 
form between the perforated lung tissue and the 
parietal pleura. 

In the presence of infection, producing a pyo- 
pneumothorax, there is a planned form of treatment. 
Bacteriologic studies are done to identify the causa- 
tive organism, followed by a test for sensitivity to 
the antibiotic drugs. After large doses of the effective 
medication have been administered, a small thora- 
cotomy is performed and a large rubber catheter is 
inserted into the septic site. This is closed and fixed 
by skin sutures through the rubber drain which is 
connected under water to a draining bottle to produce 
constant pleural aspiration of -10 cm. of water. The 
procedure permits adequate drainage of the pleural 
cavity and allows the lung to re-expand. The method 
described is particularly effective in children. 

In adults, the elasticity of the lungs is reduced 
and septic cavities may become invaded by secon- 
dary infections. When the above procedure is not 
successful, then a wide lateral thoracotomy with 
resection of the eighth rib is performed. At this 
same stage, one can perform a decortication tam- 
ponade of the cavity, or suture of the fistulous 
tract, depending on the primary pathologic condition. 
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The authors have applied these principles of 
management with successful results in the 6 cases 
of spontaneous pneumothorax described in their re- 
port. R. A. MAnFREDI, M.D. 


Association of Tuberculosis and Primary Cancer of 
the Bronchi (A propos de l’association de la 
tuberculose et des cancers primitifs des bronches). 
J. DeELARvE, R. DeEprerre, J. Partias, and J. 
PormnTILLART. J. Fr. med. chir. thor., 1953, 7: 449. 


Among 600 cases of primary carcinoma of the 
bronchi observed by the authors during a 4 year 
period, there were 14 in which tuberculosis was asso- 
ciated with the carcinoma. The authors report 5 of 
these cases in detail and discuss different theories 
concerning the pathogenesis and mechanism of this 
association. 

It is still an open question as to whether a causal 
connection exists between the two affections, or 
whether the combination is just a coincidence due to 
the frequent occurrence of both diseases in the popu- 
lation. In the middle of the nineteenth century 
outstanding pathologists, especially Rokitansky and 
his school, taught that an antagonism exists between 
cancer and tuberculosis. This theory was soon dis- 
proved, and at about the beginning of this century 
the consensus was that chronic irritation of the tis- 
sues by the tuberculous process played a carcino- 
genic role. Another group of authors believes that a 
latent tuberculosis may flare up under the influence 
of carcinoma. 

From clinical experience, three groups can be dif- 
ferentiated. In the first group the tumor dominates 
the clinical scene, and the tuberculosis is found only 
at autopsy or in a specimen removed via bronchos- 
copy. Two cases belonging to this group are de- 
scribed in detail. 

In the second group a clinical tuberculosis had 
been present for years before a complicating carci- 
noma was found roentgenologically or by bronchos- 
copy or cytologic examination. Two pertinent cases 
in patients past middle age are described. 

Finally, the authors describe 3 interesting cases in 
which a previously latent tuberculosis flared up after 
successful radiotherapy of a bronchial carcinoma. In 
2 of these cases an acute caseous pneumonia devel- 
oped within 3 months after the conclusion of radio- 
therapy, and in the third case a fatal acute tubercu- 
losis followed 14 months later. 

WERNER M. Sotmitz, M.D. 


Carcinoma of the Lung. Erik Husretpt. Ind. J. 
Surg., 1953, 15: 135. 

In the year from 1949 to 1950, in greater Copen- 
hagen (with a population of about one million) there 
were 450 cases of cancer of the lungs; 93 (21%) of 
these patients had undergone radical operation. 
The operative mortality was about 15 per cent. The 
5-year survival rate for patients with lung cancer is 
about 30 per cent, which means that about 24 of the 
450 patients in the present series will be alive after 
5 years. 
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TABLE I.—THE FREQUENCY OF THE INITIAL 
SYMPTOM IN 351 CASES OF LUNG CANCER. 
(1942-1949) 


















































Inoper- | Oper Per cent 
able able Total operable 
Acute infections 74 24 98 24.5 
Cough go 35 125 28.0 
only symptom 30 18 48 37-5 
one of more symptoms 60 17 77 22.1 
Dyspnoea 39 12 51 23.5 
only symptom 10 I II 9.1 
one of more symptoms 29 II 40 27.5 
Chest pain 42 8 50 16.0 
only symptom 14 2 16 12.5 
one of more symptoms 28 6 34 17.6 
Fatigue 50 17 67 25.4 
only symptom 13 7 20 35.0 
one of more symptoms 37 10 47 21.3 
Fever 39 10 49 20.4 
only symptom I I 2 
one of more symptoms 38 9 47 19.1 
Hoarseness 9 9 00.0 
Hemoptysis or blood-stained 
sputum 8 I 9 Ii. 
Symptoms from metastases 2 2 
Epigastric pain 4 I 5 
Group X-ray survey I 7 8 87.5 
Accidental finding 2 I 3 
No data 2 2 

















Even if it is assumed that the figure from 1952 on- 
wards will be better, and that increased education 
can improve the results, it must be admitted that 
surgery alone is a poor answer to the challenge of 
the rapidly increasing frequency of carcinoma of 
the lung. : 

A Danish Cancer Registry was established in 1942. 
The Registry receives reports from all hospitals in 
Denmark and from all institutes of pathology, of 
the number of cases of malignant disease; also, it has 
access to all death certificates in the whole country. 
Investigations are being carried out, to discover 
whether or not there is an actual increase in the fre- 
quency of lung cancer, and if so, is it then possible 
to attribute this increase to a specific factor, or to 
specific factors. 

The mortality from lung cancer in men increased 
from 2.3 per 100,000 cases in 1931 to 16.7 per 100,000 
cases in 1950; and in women, from 1.8 per 100,000 
cases in 1931 to 4.1 per 100,000 in 1950. A similar 
increase for men and women is seen to have taken 
place in Holland. For the whole population of Den- 
mark (4 million people), deaths from lung cancer 
increased from 164 in 1931 to 832 in 1950. 

There has been a decided increase in the incidence 
of lung cancer among men, irrespective of changes in 
diagnostic means, and most pronounced in the some- 
what younger age groups, with the peak at the age 
of 57 in the years 1943-1947. 

Beatty H. Ramsay, M.D. 
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Bronchiolar (Alveolar Cell) Carcinoma of the Lung. 
CLiFFoRD F. StorEY, KENNETH P. KNuptson, and 
BENJAMIN J. LAwRENCE. J. Thorac. Surg., 1953, 26: 
331. 


This article comprises a complete review of the 
literature and of all of the reported cases (numbering 
218) of bronchiolar carcinoma, with a statistical 
analysis of 205 of the cases. The authors include 
37 previously unreported cases, 4 of which were 
personally handled by them. 

The nomenclature of these tumors has been a 
subject of controversy because of the diversity of 
opinion as to their benignancy or malignancy, origin, 
and etiology. The authors advocate the term “bron- 
chiolar carcinoma” for the following reasons: (1) 
carcinoma by definition arises from epithelium, (2) 
the alveolar lining is considered to be mesenchymal, 
(3) bronchioles are lined by epithelium which could 
be the site of origin, and (4) the authors’ histologic 
studies of the tumors indicate that the bronchiole 
is the starting point. 

Diagnostic criteria for these tumors include: (1) 
tumor characterized by alveoli lined by epithelial 
cells of columnar or cuboidal type with eosinophilic 
cytoplasm and basally placed nuclei; (2) preserva- 
tion of the pulmonary architecture; (3) absence of 
an intrinsic tumor of the bronchus; and (4) absence 
of evidence of a primary adenocarcinoma in any 
other part of the body. 

From the clinical point of view, it is most impor- 
tant to realize that these lesions arise peripherally, 
and that the decision as to alveolar or bronchiolar 
origin is more of academic interest. It is also con- 
cluded by the authors that these lesions are uni- 
centric rather than multicentric in origin. 

The etiology is unknown; however, the histologic 
similarity of this lesion to jaagsiekte (an infectious 
disease of sheep probably caused by a virus) has 
been noted. Nevertheless, a causal relationship be- 
tween the disease in sheep and in man is doubtful. 
Carcinogenic agents have been found to produce 
primary pulmonary tumors in mice, similar to the 
lesion in man. However, a review of the known 
cases in humans does not reveal any relationship 
to the common irritants. 

Pathologically the tumors begin in the periphery 
of the lung and may present as discrete, sharply 
demarcated nodules of varying size or as coalescing 
nodules. On cut section the lesion is fairly firm, 
gray-tan or yellow-brown, and often exudes mucus. 
Atelectasis is minimal. A constant finding is the 
absence of primary involvement of the major bron- 
chi. Pleural effusion is common and often serosan- 
guineous. Microscopically there is an alveolar ar- 
rangement of the cells, which are usually columnar 
but may be cuboidal, with eosinophilic cytoplasm 
and basally placed round or ovoid nuclei. The cells 
are usually nonciliated and attached at the base to 
the intact alveolar wall. The pulmonary architec- 
ture is seldom interrupted, and tumor cells appear 
to outline the lumina of the alveoli and terminal 
bronchioles. Usually the cells are well differentiated 
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with little evidence of anaplasia and few mitoses. 
Tumor cells show papillary formations within the 
alveoli which often desquamate. Mucin is present 
intracellularly and extracellularly. Lymphatic in- 
vasion is present in 50 per cent of the cases, and 
clusters of desquamated tumor cells are found in 
distant portions of the bronchial tree. 

The incidence of these tumors is up to 5 per cent 
of all carcinomas of the lung, there is no racial 
predilection, and no sex predominance. The major- 
ity occur in the “cancer age group.” 

The symptomatology is nonspecific in character, 
‘“‘and the symptoms are rather those of any extensive 
chronic pulmonary disease.” In order of frequency 
they are: cough, sputum, dyspnea, chest pain, weight 
loss, hemoptysis, weakness, fever, anorexia, and 
pain other than in the chest. The quantity of spu- 
tum has previously been described as excessive; 
however, statistical analysis reveals that only 27 
per cent expectorated more than go c.c. per 24 hours 
and only a few cases were noteworthy for huge 
volumes of sputum produced per day. Usually the 
sputum was “clear, watery, glairy, frothy, mucoid, 
or resembling pale soapsuds,” and in only 12 per 
cent of the cases was it purulent in character. 
Hemoptysis is actually much more frequent than is 
usually supposed; it occurred in at least 35 per cent 
of the patients. Usually the amount of blood is 
small but the hemoptysis recurs repeatedly. 

Physical findings “‘depend upon the location, char- 
acter, extent, and distribution of the disease,” and 
there are no findings or groups of findings which 
are characteristic or even highly suggestive. This 
is a chronic pulmonary disease; it is slowly progres- 
sive and not debilitating until very late in its course. 
The symptoms occur late in the process, and death 
seems to be a result of the “sheer extent of the 
pulmonary involvement.” 

Roentgenologically, there is no characteristic pic- 
ture and the disease may mimic any kind of pul- 
monary disorder. It is fallacious to divide the lesions 
into nodular and diffuse types, since the former type 
gradually develops into the latter. The most sug- 
gestive x-ray picture showing diffuse bilateral in- 
volvement represents a hopeless situation, which is 
encountered in about 20 per cent of the cases. About 
26 per cent have only a solitary peripheral nodule 
on the first examination, and more than two-thirds 
show unilateral lesions on the first chest film. In 
about one-half of the patients the tumor is confined 
to one lobe, and in about 8 per cent a pleural 
effusion is found. 

Diagnosis of this lesion until 1936 was made only 
at autopsy. Since then microscopic examination of 
the excised surgical specimens and recently the 
Papanicolaou exfoliative cytologic technique have 
rnade diagnosis possible in the living patient and 
at a time when the lesion may still be amenable to 
treatment. This tumor exfoliates profusely, thus 
yielding abundant material for diagnostic purposes. 
In one series 80 per cent of the cases were cytologi- 
cally positive or highly suggestive of the disease. 
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Needle aspiration or peripheral node biopsy can be 
useful. Bronchial biopsy is of no value except in 
far advanced stages when the major bronchi may 
be secondarily invaded by the tumor. 

When the disease was localized to one lung, it 
was found to be no more common on one side than 
on the other and no single lobe was involved any 
more frequently than any other. 

Metastatic lesions were noted in 54 per cent of 
the patients. Of these, 35 per cent (19 per cent of 
all the patients) had local metastases to intratho- 
racic nodes only; 36 per cent (19.5 per cent of all 
the patients) had both local and distant metastases; 
and 29 per cent of the metastatic group, or 15.6 per 
cent of all of the patients with the disease, had 
distant metastases only. The recognized routes of 
spread are direct invasion, the lymphatic channels, 
the blood stream, and the bronchi. There is good 
evidence to support the first three modes of spread. 
Distant metastases are most commonly seen in the 
liver, abdominal nodes, adrenals, bones, brain, and 
kidneys, and it is thought that these are most often 
blood-borne. The ease of desquamation of the cells 
and papillary tumor projections, the finding of these 
cells in distant bronchi, and positive data obtained 
from Papanicolaou’s cytologic studies all strongly 
support the concept of bronchogenic spread of the 
tumor. The authors believe that metastases to other 
lobes of the same lung and to the opposite lung by 
way of the blood stream, lymphatics, and bronchial 
tree strongly support the unicentric against the 
multicentric origin of this tumor. The reappearance 
of these lesions in other parts of the pulmonary field 
a long time after resection for an apparently localized 
lesion, should be considered as metastases which 
were present but not evident at the time of surgery. 
Much evidence is cited to support the unicentric 
origin of these lesions. 

Therapy consists of surgical excision of the in- 
volved lobe or lobes. Pneumonectomy is recom- 
mended only if the lesion is unilaterally so extensive 
that this is mandatory; or in the case of a lesion 
localized to one lobe but with mediastinal node in- 
volvement, pneumonectomy and radical mediastinal 
node dissection are done. Surgery must be done 
early while the lesion is localized (insofar as one 
can determine this roentgenologically) and before 
the clinical picture suggests the true nature of the 
disease. Forty-nine patients have been treated sur- 
gically, 24 undergoing lobectomy, 18 pneumonec- 
tomy, 4 segmental resection, and 3 local enucleation. 
In the entire collected series of cases, 5 patients 
are known to be alive and without disease 5 or more 
years after resection. Of 153 patients studied from 
the standpoint of therapy, 77 per cent were dead 
and 7 per cent were alive but expected to die from 
the disease; however, potentially effective treatment 
has been employed only on a small number of these 
patients and only in recent years. Of 36 patients 
surviving, on whom the authors were able to obtain 
follow-up data, 25 were alive and well from 1 to 
5 years after therapy, and 11 are alive with recur- 
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rent or persistent disease. Those patients with dis- 
ease had all been followed less than 2 years after 
surgical treatment, and none of the patients fol- 
lowed more than 2 years have evidence of persistent 
disease. “This would suggest that recurrent tumors 
lead to a fatal termination within less than 2 years 
and, conversely, that patients who survive without 
evidence of disease for more than 2 years are likely 
to remain well.” 

The essential data on the 37 previously unre- 
ported cases collected by the authors, and on the 
120 cases reported since the review by Swan in 1949 
are included in this article. 

Victor M. BERNHARD, M.D. 


Cancer of the Lung—An Analysis of 532 Consecutive 
Cases. Joun H. Gipson, Jr., FRANK F. ALLBRIT- 
TEN, JR., JoHN Y. TEMPLETON, III, and Tuomas F. 
NEALON, JR. Ann. Surg., 1953, 138: 489. 


Five hundred and thirty-two consecutive patients 
with proved cancer of the lung are analyzed and 
discussed by the authors after having been observed 
at the Jefferson Medical College Hospital, Phila- 
delphia, Pennsylvania, during the period between 
April 1, 1946 and January 1, 1953. 

In 484 of the cases the histologic diagnosis was 
based upon the examination of tissue; in the re- 
maining 48 cases the histologic diagnosis was made 
upon the finding of cancer cells in the bronchial 
secretions. In all other patients suspected of having 
bronchogenic carcinoma, intensive diagnostic stu- 
dies were carried out, including exploratory thora- 
cotomy with biopsy or resection of the suspected 
lesions. If histologic evidence of cancer could not be 
obtained, the cases were not included in the series. 
All tumors other than primary bronchogenic car- 
cinoma have been excluded. Ten patients—6 males 
and 4 females—with bronchial adenomas, who-were 
seen by the authors during the same period have not 
been included in this series. 

Bronchogenic carcinoma has not been classified 
into cell type groups in this paper. However, the 
proportion of squamous cell carcinomas, undiffer- 
entiated carcinomas, and adenocarcinomas in this 
series, as reported by the pathologist, corresponds 
to that recorded in the literature. 

No other visceral cancer offers an equal oppor- 
tunity for detection in the presymptomatic growth 
period; in the presence of lesions of the lung it is 
not difficult to detect abnormal areas of density in 
the normally radiotranslucent pulmonary paren- 
chyma; however, only 19 of the 532 patients were 
seen before the onset of symptoms. The symptoms 
presented by the patients on admission to the hos- 
pital were cough, sputum, weight loss, pain, dyspnea, 
hemoptysis, weakness, pneumonitis, discomfort, 


wheeze, and voice change. These symptoms are 
similar to those previously reported by others. The 
age and sex distribution followed the usual pattern, 
the ages varying from 30 to 79, with the highest 
incidence between 50 and 69 years; 485 of the pa- 
tients were males and 47 were females. 





In approximately 85 per cent of the patients the 
roentgenologist correctly made a presumptive diag- 
nosis of bronchogenic carcinoma. In only rare in- 
stances was no abnormality noted in the roent- 
genogram of the thorax. Bronchoscopy was per- 
formed routinely in all patients in whom broncho- 
genic carcinoma was suspected. As a biopsy of the 
carcinoma was obtained through a bronchoscope in 
only one-fourth of the 380 patients who were oper- 
ated upon, the indications are that 24 per cent of 
the carcinomas operated upon presented in the main 
bronchus, in the upper portion of the lower lobe, or 
projected into the main bronchus from the upper 
lobe orifice. 

In cases in which a bronchoscopic biopsy could 
not be obtained, a positive histologic diagnosis was 
made in an additional 45 per cent of the patients 
operated upon by the finding of neoplastic cells in 
the bronchial secretions or in the bronchial wash- 
ings. The authors emphasize that in almost one- 
third of the patients operated upon in this series, a 
histologic diagnosis was not obtained preoperatively. 
The lack of a histologic diagnosis should not delay 
operative exploration when the clinical symptoms 
and the roentgenologic findings suggest broncho- 
genic carcinoma. Aspiration needle biopsy was em- 
ployed to obtain a histologic diagnosis only in those 
patients who were regarded as hopelessly inoperable. 

Radical extirpation of the cancer in all patients 
who did not have evidence of spread beyond the 
limits of the operative field was attempted, unless 
they refused operation (12 patients), or unless there 
was evidence of other fatal systemic disease (10 pa- 
tients). In the remaining 130 of the 152 patients 
who were not operated upon there was evidence of 
metastases outside the involved hemithorax. 

Three hundred and eighty patients (71 per cent 
of the entire group) were explored. All operations 
were performed by the surgical staff. In 205 pa- 
tients, 39 per cent of the entire group, the cancer was 
extirpated. The whole lung, with the regional lym- 
phatic system, was removed in 190 instances, and 
lobectomy or bilobectomy was performed in 14 
cases; because of error of diagnosis in 1 instance, local 
excision of the cancer was performed. Less than 
total removal of the lung was done only in the 
presence of (1) extensive diminution of pulmonary 
reserve; (2) uncertainty of diagnosis where the lesion 
was small and located peripherally with no evidence 
of central extension; and (3) extensive invasion of 
the thoracic wall by the contiguous cancer. A lobec- 
tomy was done occasionally to identify histologically 
a suspected cancer. When confirmation was ob- 
tained, the remaining portion of the lung with the 
regional lymphatic system was extirpated. 

When the authors’ series is compared with the 
average figures of 17 other series analyzed, a doubled 
rate of exploration yielded a double rate of extirpa- 
tion, and a similar increase in patients leaving the 
hospital following extirpation of the cancer. Car- 
cinomatous involvement of the recurrent laryngeal 
nerve manifested. by ipsilateral vocal cord paralysis 
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has been a consistent indication of a nonremovable 
cancer in this series. 

Sixty-five patients of the 380 operated upon died 
following operation; 20 of these died following ex- 
ploration alone and 45 died after extirpation of the 
cancer—an operative mortality of 11 per cent for 
exploration and 22 per cent for extirpation. After 
extirpation, 30 per cent of the entire series of pa- 
tients left the hospital alive. The causes of death 
are listed. 

All of these patients have been followed from the 
time of diagnosis to death, or to January 1, 1953. 
The 5 year survival rate was 22 per cent for patients 
in whom the cancer was removed, and g per cent for 
the entire series. Analysis of this and other reported 
series appears to indicate that the proportion of the 
total number of patients leaving the hospital alive 
after removal of the cancer is directly related to the 
proportion of the total number of patients in whom 
extirpation of the cancer is attempted. 

Joun H. Monaropt, M.D. 


Bronchial Closure in Pulmonary Resection: A Clini- 
cal and Experimental Study Using A Pedicled 
Pericardial Fat Graft Reinforcement. Lyman A. 
BREWER, Epwarp L. Kinc, LEwiE J. LILLY, and 
ANGEL F. Bat. J. Thorac. Surg., 1953, 26: 507. 


Failure of healing of bronchial closure following 
pulmonary resection with the resultant fistula for- 
mation has a reported average incidence of from 8 
to 15 per cent. It remains as one of the last dis- 
turbing details in the development of the technique 
of pulmonary resection. Many factors are causa- 
tive, as is attested by the authors’ insistence upon 
proper preoperative preparation of the patient to 
decrease bronchopulmonary infection and bronchial 
secretions, and upon determining the proper anti- 
biotic to use and the use of drainage procedures to 
minimize bronchial infection. During operation, 
the constant aspiration of blood and secretions 
from the bronchial tree is stressed, as well as 
preservation of the blood supply to the bronchial 
stump and the avoidance of clamps and other 
trauma to the proximal end of the bronchus. Vita- 
min C is used to promote healing. 

The actual method of closure of the stump to 
avoid tension and provide maximal conditions nec- 
essary to healing remains the single most impor- 
tant feature in preventing bronchial fistula. Many 
types of closure and closure material have been 
and are used by many different surgeons. The 
authors through necessity during operation on a 
patient were forced to effect closure by using a 
pedicle fat graft from the mediastinum. The result 
in this case stimulated a series of experiments on 
dogs to perfect and test the procedure, and finally 
the use of the perfected procedure in operations 
upon humans. 

At present the authors advocate avoidance of all 
bronchial clamps and preserving the bronchial blood 
supply intact. Lobar bronchial closure is effected 
with simple interrupted approximating sutures of 
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0.007 inch tantalum wire swedged into a needle of 
equal size. Main bronchi are prepared by cutting 
the cartilaginous wall of the bronchus 1 to 2 mm. 
proximal to the membranous side so that the 
tongue-like projection of the latter may be closed 
as the lid of a box over the stump, and sutured 
without tension in a manner similar to the lobar 
bronchus. In these cases in which the lobar bron- 
chus is similar in anatomy to the main bronchus, 
it is treated in a similar way, that is, by making a 
tongue of the membranous side of the bronchus. 

Following the closure a pedicle flap of fat is de- 
veloped from the mediastinum in such a way that 
its blood supply is intact and this is sutured over 
the end of the bronchus and the edges of the pedicle 
are sutured to the bronchus, pericardium, and 
mediastinum, to prevent traction. These grafts 
have healed with a zone of fibrous tissue between 
the bronchus and the graft. Outside of this zone 
the fatty tissue appears healthy and numerous 
blood vessels persist. The bronchial stumps have 
been lined with normal columnar epithelium in 
most cases. 

The most satisfactory pericardial fat graft was 
developed from the anterior inferior mediastinum, 
utilizing the adipose tissue lying directly over the 
diaphragm and supplied by the musculophrenic 
artery, the middle pericardial branch of the in- 
ternal mammary artery, and a few twigs of the 
pericardiophrenic vessels... The fairly constant 
branch connecting the internal mammary artery 
and the musculophrenic artery is used as the prin- 
cipal blood supply of the graft, leaving the internal 
mammary end intact and dividing the opposite 
end. Difficulty with this graft is encountered only 
in upper lobectomies and pneumonectomies when 
care must be used to preserve the blood supply. 
The lower end of the internal mammary may have 
to be divided in order to allow enough relaxation to 
bring the graft to the desired level. 

Grafts may also be developed with use of the 
pericardiophrenic vessels when the phrenic nerve 
is sacrificed by teasing these structures and sur- 
rounding adipose tissue from the pericardium. A 
final adequate alternate is to develop a flap from 
the anterior superior mediastinum where the blood 
supply comes from the anterior mediastinal vessels 
and superior pericardial branches of the internal 
mammary artery. FREDERICK C. HOEBEL, M.D. 


HEART AND PERICARDIUM 


Experimental Vascularization of the Heart Muscle 
(Experimentelle Vascularisation des Herzmuskels). 
M. WENzL and G. WENSE. Langenbecks Arch. u. 
Deut. Zschr. Chir., 1953, 275: 519. 


The authors implanted the internal mammary ar- 
tery into the left heart. Forty-eight hours later they 
proved by microscopic examination that the im- 
planted artery was patent in 5 of the 6 cases. 

The heart of the animals was then removed with 
the internal mammary artery and a contrast sub- 


SURGERY OF THE THORAX 





453 


stance was injected through the artery. The x-ray 
examination proved that the mammary artery be- 
came a part of the coronary circulation. No experi- 
ments were done on human beings. 

Oscar Hirscu, M.D. 


Some Aspects of Pericarditis. IAN G. W. Hitt. 


Edinburgh M.J., 953, 60: 107. 


Herein is a summation of the clinicopathologic as- 
pects of various types of pericarditis. There were 
adequate case reports to substantiate the findings. 

Pericarditis, in one form or another, is diagnosed 
premortem in only about 20 per cent of the cases. 
It is believed that with a more thorough knowledge 
of the genesis of this entity and its manifestations 
that a more frequent in vivo diagnosis can be made. 
The friction rub associated with pericarditis may be 
evanescent. Fluoroscopy may fail to demonstrate a 
small pericardial effusion. 

The pericardial cavity may be infected by local 
inflammatory reactions or by the blood. The most 
common example of local spread is from lobar pneu- 
monia. In septicemias the blood stream may be the 
portal of entry. Tubercle bacilli may utilize either 
portal. The pericarditis of rheumatic fever has not 
been associated with an intrapericardial organism. 
The pericarditis secondary to infiltration of a tumor 
needs no further comment. Pericarditis may be as- 
sociated with a myocardial infarct on the basis of 
local reaction of the pericardium. 

Because of the inelasticity of the pericardial sac, 
fluid collections are poorly tolerated and manifest 
their presence, if of any significant amount, by 
symptoms associated with incomplete filling of the 
right heart. The neck veins become engorged, the 
pulse is rapid and weak, the pulse pressure is low- 
ered, and other signs of acute heart failure are 
present. These are the symptoms related to.the 
term “cardiac tamponade.” The intensity of the 
symptoms is associated with the rapidity of the 
collection of fluid in the sac. 

Pericardial friction rub may be the only objective 
evidence of pericarditis. It is scratchy in quality 
and limited to the precordium. The development 
of an effusion does not always erase the rub; how- 
ever, if it is extensive it will most certainly do so. 

Roentgenographic examination may show cardiac 
enlargement and triangularity of the heart. Fluor- 
oscopy will reveal very little pulsation of the cardiac 
shadow. The electrocardiogram may show charac- 
teristic features. These are most constant in the S-T 
segment; there is, in particular, an elevation of this 
segment in the three standard leads. 

Septic pericarditis is unusual at present. A case 
of acute osteomyelitis with septic pericarditis is pre- 
sented; it was treated by repeated aspirations with 
eventual complete recovery. 

Tuberculous pericarditis may be initiated by 
blood-borne organisms, or by an adjacent focus. 
The pericardial inflammation is most likely to be 
associated with an early tuberculous lesion. It is 
ten times more frequent in men than in women. The 
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onset of the clinical course is insidious, and with 
gradually accumulating fluid tamponade may occur. 
If organisms are found in the pericardial aspirate the 
prognosis is dire indeed. It is now recognized that 
the majority of cases of constrictive pericarditis are 
due to tubercle infection. 

There is an entity called benign nonspecific peri- 
carditis which is probably associated with virus in- 
fection. One of the outstanding symptoms is pre- 
cordial pain. The absence of electrocardiographic 
changes consistent with coronary infarction and the 
lack of persistent symptoms is significant. 

Constrictive pericarditis is almost always related 
to tuberculous infection of the pericardial sac. ‘The 
patients present a picture of cardiac tamponade and 
should receive surgical attention early in the disease 
if possible. After calcium becomes deposited in the 
lesion the surgical removal is much more difficult. 
There is usually no sign of valvular disease in these 
patients, the heart is small, and the tones are distant. 
A triple rhythm is frequently described. If the con- 
dition prevails for long, signs of the failing heart will 
be evident. Occasionally, the pericardium is so 
densely adherent to the heart muscle that it defies 
removal. The better part of surgical judgment is to 
leave such areas undisturbed. 

In addition to the calcification of constrictive peri- 
carditis, other calcific masses may be noted. These 
may result from calcified cardiac aneurysm, as was 
suspected in one case presented. It is important to 
interpret the presence of pericardial concretions in 
the clinical course. Ricuarp L. Lawton, M.D. 


Electrolyte Studies in Pericardial Resection. WaAL- 
TER B. CRANDELL, ANDREW YEOMANS, Davin L. 
HorrMan, and GeorGeE H. StuEck, Jr. J. Thorac. 
Surg., 1953, 26: 486. 


Two patients with chronic pericarditis requiring 
pericardial resection were studied by complete 
metabolic and physiologic procedures before, during, 
and following surgery. Both patients had been on 
low sodium diets, but during the following surgery 
the course followed by the cases was distinctly dif- 
ferent. The principal existing difference in the two 
cases was in sodium balance. The case which had a 
stormy course incurred a cumulative deficit of 950 
mEq. of sodium in the 8 days prior to surgery 
chiefly through aspiration of pleural fluid. Since 
the average exchangeable sodium in a 70 kilo man 
is 2,950 mEq. of sodium, the magnitude of the 
deficit can be appreciated. Hyponatremia (123.2 
mEq. per liter) occurred. Total urinary sodium 
excretion for the 72 hours prior to surgery was only 
25 mEq. despite repeated use of mercurial diuretics. 

During and after surgery while blood was being 
received, hypotension and oliguria developed and 
persisted. Values for hematocrit, blood, and plasma 
volume obtained during the period of hypotension 
did not indicate the presence of inadequately treated 
hemorrhage. Hyponatremia was corrected by in- 
travenous infusion of 200 c.c. of a 4 per cent solution 
of sodium chloride containing 123 mEq. of sodium. 
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Promptly following this infusion the oliguria and 
hypotension disappeared. 

Sodium depletion is usually accompanied by dehy- 
dration and circulatory failure. In experimental salt 
depletion in animals, the circulatory impairment is 
due chiefly to lowered plasma volume secondary to 
shrinkage of extracellular fluid but is also un- 
favorably influenced by the presence of hyponatre- 
mia. With the increasing use of intravenous saline- 
free fluids and the application of regimens of sodium 
restriction to the treatment of edematous states, 
particularly those of a cardiovascular nature, in- 
stances are encountered in which a sodium deficiency 
exists in the absence of dehydration and when there 
may be an increase in the total amount of sodium 
in the body. Hyponatremia may be seen in the 
presence of edema. In this situation the pathogene- 
sis of the circulatory impairment is not clearly 
understood. The author indicates the danger, in 
preparing cardiac patients for surgery, of the possi- 
ble deleterious effects from sodium depletion follow- 
ing limited salt intake and the abnormal loss of body 
fluids. FREDERICK C. HOEBEL, M.D. 


Commissurotomy for Aortic Stenosis. C. P. BAILEy, 
H. E. Botton, W. L. Jamison, and H. B. LARZELERE. 
J. Internat. Coll. Surgeons, 1953, 20: 393. 


The authors state that the aortic valve is com- 
monly the site of rheumatic involvement, with pro- 
gressive fusion of the commissures beginning at the 
aortic wall. Such a fusion is characteristic of rheu- 
matic disease, and never appears with syphilitic 
aortitis, and only rarely with bacterial or arterio- 
sclerotic aortic lesions. Originally Bailey and his 
associates attempted to dilate this orifice in a retro- 
grade manner through the right carotid artery. This 
method was unsuccessful. Later they developed an 
aortic dilator which was introduced through the 
wall of the ventricle and guided into position by an 
olive tip, enabling them to perform a purely instru- 
mental commissurotomy without palpation or visual 
guidance. 

The results of the procedure show a mortality of 
15.6 per cent. Somewhat surprisingly they found 
that the operative mortality was appreciably higher 
in those patients with a pure aortic stenosis than in 
those with a coexistent mitral stenosis, in whom 
both operations were performed simultaneously. 

It was the authors’ belief that the relatively high 
mortality rate as well as certain theoretical objec- 
tions to the blind procedure suggested that a modi- 
fication of the operation would be in order, which 
would permit digital exploration before, after, and 
possibly during commissurotomy. They, therefore, 
approached the valve through the aorta, via a 
sternum-splitting incision. They fashioned an aortic 
appendage of pericardium which acted like a diver- 
ticulum. The surgeon’s finger was introduced through 
the appendage, and hemostasis was maintained by a 
purse-string suture at the distal end. The instru- 
ment was passed along the finger, guided into the 
proper place and dilatation accomplished. After 
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Fig. 1 (Bailey et al.) A, Curved Potts clamp applied to the 
aorta for exclusion of a portion of the aorta for transaortic 
approach to the aortic valve. A portion of the pericardium 
has been sutured to the edges of the incision in the aorta 
with a peripherally placed purse-string suture which will be 
used as a pouch for insertion of the index finger. B, Finger 


removal of the finger and instrument, a curved Pott’s 
clamp was applied to the aorta and the incision was 
sutured. Two modifications of this procedure have 
already been involved. One consists of approaching 
the area through the right anterior third interspace; 
the other, employing a plastic pouch rather than the 
cuff of pericardium. 

The obvious disadvantages to this procedure are 
that the mitral valve cannot be approached at the 
same stage, and that the aorta may be sclerotic in 
older patients. The advantages lie in the reduced 
danger of hemorrhage and the reduction of the 
danger of fibrillation, which make the transventric- 
ular route hazardous. The authors conclude that 
the transaortic route will probably be the one of 
choice in the pure aortic lesions and in those in which 
there is an associated mitral lesion which is predom- 
inantly regurgitant. In the bivalvular stenotic 
lesions the left thoracic approach will be the one of 
choice. Also the new, transaortic procedure permits 
recognition of the congenital aortic strictures, the 
bicuspid aortic valve, and the arteriosclerotic form 
in which there is no commissural fusion. 

WittiaM C. Beck, M.D. 


ESOPHAGUS AND MEDIASTINUM 


Short Esophagus with Esophagogastric or Marginal 
Ulceration. BERNARD S. WoLtr, MAx Som, and 
RicHArRD H. MArsHak. Radiology, 1953, 61: 473. 


The authors present a lengthy discussion con- 
cerning the short esophagus and partial thoracic 


palpating the valve with hemostasis accomplished by the 
purse-string suture tightened about the index finger, and 
likewise a second suture in position for inserting the aortic 
dilator. C, Aortic dilator advanced through “pouch” and 
dilating stenotic aortic valve with aid of left index finger. 
Bleeding controlled by the purse-string sutures. 


stomach, based on a series of 29 cases of short 
esophagus with marginal ulceration. They believe 
there may be congenital predisposing factors to 
which some acquired changes add to the shortening 
and predispose to marginal ulceration. As a defini- 
tion they believe the term “short esophagus” denotes 
that the esophagogastric junction is located above 
the esophageal hiatus of the diaphragm. Three 
constant features have been (1) short esophagus, 
(2) free reflux of gastric contents, and (3) ulcerations, 
They use the term ulceration to denote its super- 
ficial aspect as opposed to one which penetrates 
through all muscular layers. In each case it was 
located in such a position that the inferior margin of 
the ulceration always touched gastric mucosa, 
though the ulcer itself was chiefly surrounded by 
esophageal mucosa. 

The authors describe in detail the techniques of 
roentgenologic examination of the esophagus and 
esophagoscopic examination. Differentiation from 
carcinoma is made upon ease of distensibility of the 
area. Roentgen findings are such that a crater was 
rarely demonstrated, and the diagnosis of ulceration 
must be made upon other findings such as: (1) the 
absence of esophagogastric angulation, (2) free 
reflux, and (3) effacement of the gastric mucosal 
pattern. 

The authors divide their cases into the stenotic 
type and the nonstenotic type. In the former a 
narrow segment, usually 5 to 8 mm. long, was ob- 
served. This was threadlike in character, with 
moderate dilatation proximally. A smaller group 
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(7 cases) was seen in which ulceration was present 
without stenosis. As to the pathogenesis of this 
state, they believe that a short esophagus entering 
directly into a gastric pouch, with a wide esophageal 
hiatus in the absence of acute angulation, is probably 
the precursor of ulceration. They interpret these 
findings as a failure of fixation of the esophagus to 
the diaphragm during fetal development. They also 
suppose that the stenotic variety is a progression of 
disease from the nonstenotic ulceration, and addi- 
tional shortening may occur. They believe that 
early surgical correction is probably warranted, 
although admitting that it was impossible to pre- 
dict which patients would go on to develop ulceration. 
They present an interesting discussion of the 
differential diagnosis of this disease from peptic 
esophagitis, cardiospasm, achalasia, carcinoma, and 
stricture. C. BARBER MUELLER, M.D. 


The Clinicosurgical Significance of Esophagitic 
Reflux (Die chirurgisch-klinische Bedeutung der 
Reflux-oesophagitis). R. NissEN. Thoraxchirurgie, 
1953, I: 199. 

Surgery of the esophagus and of the cardial seg- 
ment of the stomach is often followed by reflux 
esophagitis. Such esophagitis is due to the dis- 
rupted mechanism of the cardia. The symptoms of 
this reflux are: dysphagia, heartburn, and hemor- 
rhage. The dysphagia is usually caused by both 
mechanical and functional stenosis. This type of 
reflux can be found after esophagogastrostomy for 
hyperacid stomachs and also after esophagojejunos- 
tomy when the esophagus is exposed to alkali secre- 
tion. The postoperative dysphagia after surgery in 
the region of the cardia for tumors and hernias is 
more often due to the esophagitis than to mechani- 
cal strangulation. Therefore, the indications for a 
secondary operation should be considered more care- 
fully. Nissen advises that the postoperative symp- 
toms be treated rnedically for a length of time and 
eventually by dilatation. Nissen also revises the 
indications for primary total gastrectomy in view of 
the danger of postoperative esophagitis. 

Oscar Hirscu, M.D. 


The Treatment of Carcinoma of the Esophagus 
and Cardia by Resection and Postoperative 
Supervoltage Roentgen Rays. HeErpert D. 
Apams, Hucu F. Hare, Wirt L. Davis, JoHN G. 
Trump, and RIcHARD C. GRANKE. Ann. Surg., 1953, 
138: 631. 

Since June 1950, all patients who have had resec- 
tions for carcinoma of the esophagus and cardia, and 
who could physically tolerate the treatment (which 
included the majority) have been given postopera- 
tive supervoltage (2 million volts) roentgen-ray 
therapy by the rotation method. 

There were 161 cases of proved carcinoma of the 
esophagus in the period from 1945 to 1949. The 5 
year survival rate was about 5 per cent, and this low 
rate prompted the authors to seek additional methods 
of improving the management of these cases. 
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Of the total number of patients, 128 (79.5%) were 
males, and 33 (20.5%) were females. The ages of 
the patients varied from 30 to 79 years. The symp- 
toms were dysphagia, weight loss, soft or liquid diet, 
pain or distress, regurgitation, nausea and vomiting, 
anorexia, and various other disturbances; the inci- 
dence of symptoms in the 161 cases occurred in the 
order given. 

Of the 161 patients with proved carcinoma involv- 
ing the esophagus, 25 (15%) were considered inop- 
erable at the original examination; 136 (84.5%) were 
operated upon and of these, 67 (41.6 per cent of the 
161 cases) were found to be inoperable on explora- 
tion and 69 (42.9 per cent of the 161 cases) under- 
went resection. These figures show that 85 per cent 
of all the patients had exploratory operations, and 
in half of these the lesions were resectable. How- 
ever, 54 of the 69 patients having resection were 
considered to have had possibly a curative resec- 
tion, which indicates that only about a third of the 
lesions are at a stage where a possibly curative re- 
section can be performed. 

Inoperability was determined by evidence of the 
presence of widespread local extension or distant 
metastases: local extensions such as an esophago- 
tracheal fistula; extension to the trachea or bronchus 
observed on esophagoscopy and _ bronchoscopy; 
spontaneous perforation with associated localized 
mediastinal or pulmonary abscess; recurrent laryn- 
geal nerve paralysis; metastases to the ribs; obvious 
liver metastases; and metastases to the supraclavicu- 
lar or the superior mediastinal glands, confirmed by 
biopsy through the neck. 

At the time of exploratory thoracotomy, inop- 
erability has been determined by direct extension of 
the lesion to some major vascular structure such as 
the arch of the aorta or its branches, the pulmonary 
vessels, or the auricles. Direct invasion of the tra- 
chea or the left main bronchus has deterred resection 
in some cases; likewise extensions below the dia- 
phragm in the form of multiple peritoneal or omental 
implants, or metastases to the liver are indications of 
inoperability. 

There were 74 patients with epidermoid carcino- 
mas, 43 with adenocarcinomas, 10 with carcinoma 
simplex, 5 with mucinous adenocarcinoma, 11 with 
undifferentiated carcinoma, and g patients in whom 
no biopsy was taken. 

The operative mortality for exploration alone was 
10.4 per cent, and for resection including all levels, 
20.3 per cent; the total operative mortality for the 
series was 15.4 per cent. The main causes of death 
were cardiovascular and pulmonary complications 
though mediastinal and pleural infection was asso- 
ciated with leakage at the anastomosis in some of 
the earlier cases. 

In the past roentgen-ray therapy has been of 
questionable value when applied to deep-lying 
lesions of the type considered here, primarily be- 
cause a cancerocidal dose could not be uniformly 
delivered safely or effectively in the depths of the 
body. With supervoltage applied by the rotational 
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method, the authors were able to deliver 6,000 
roentgens in 35 treatment days to a region which in- 
cluded the resected area and the surrounding lym- 
phatics. Two clinical reports are appended, with 
pathologic evidence that the described procedure 
is an effective cancerocidal treatment. 

Joun H. Monaropt, M.D. 


Palliative Resection of the Esophagus with Use of 
a Plastic Tube. RicHarp T. SHACKELFORD and 
KONSTANTIN SPARKUHL. Ann. Surg., 1953, 138: 791. 


The authors report the autopsy findings in a pa- 
tient who lived 6 months after palliative resection 
of a portion of the esophagus for carcinoma with the 
interposition of a plastic tube. 

At the time of operation a right thoracotomy was 
performed and the middle third of the esophagus was 
resected, this portion being the seat of the car- 
cinoma. The tumor had extended beyond the 
esophagus and had become adherent to the aorta 
and the right main bronchus; it was only partially 
removed. Alimentary continuity was restored by 
inserting a polyethylene tube 134 cm. in diameter 
and 12% cm. in length, to bridge the gap between 
the remaining proximal and distal segments of the 
esophagus. 

On the twenty-seventh postoperative day, x-ray 
studies showed that the opaque medium which had 
been swallowed flowed freely through the poly- 
ethylene tube without evidence of obstruction or 
other abnormality. 

On the fifty-first postoperative day a second study 
was made to determine the cause of the anorexia 
and dysphagia which the patient had developed. 
By means of this study, the authors found some 
narrowing of the upper junction of the esophagus 
with the plastic tube. There was no evidence of 
obstruction of the esophagus at the lower junction 
of the plastic tube with the esophagus. 

Esophagoscopy disclosed an edema of the mucosa 
over a small area proximal to the plastic tube. 
Biopsy of the tissue removed from this area showed 
it to be inflammatory in nature. Dilatation with a 
No. 28 bougie was carried out during the next 3 
weeks. The dysphagia persisted, the general condi- 
tion of the patient gradually declined, and death 
occurred 183 days after operation. 

At autopsy the plastic tube was found to be 
intact and its lumen was not constricted. The tube 
was encased throughout its entire length by a dense 
fibrous sheath. Microscopically this fibrous sheath 
was heavily infiltrated with masses of well dif- 
ferentiated squamous cell carcinoma. Some of the 
carcinoma extended above the proximal end of the 
tube to constrict the lumen of the proximal end of 
the esophagus at that level. The inner surface of 
the encasing sheath showed no esophageal mucosa. 
There was an area of perforation with fistula forma- 
tion between the fibrous sheath and the left lower 
bronchus, which had been caused by malignant in- 
filtration rather than by erosion of the tube. Gastric 
contents were present within the lumen of the tube, 
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within the sheath about the tube, and in the left 
lower bronchus. There was evidence of a massive 
aspiration pneumonia of the left lung. The recurrent 
carcinomatous tissue involved the aorta and the ad- 
jacent structures, but there was no evidence of 
metastases in the liver or in other distant organs. 
BLACKWELL MARKHAM, M.D. 


Mesothelial Cyst of the Mediastinum (Su le cisti 
mesoteliali del pericardio). G. Fojanini and I. 
Novi. Arch. ital. chir., 1953, 76: 320. 


Two cases of mesothelial mediastinal cyst are re- 
ported. One of these was localized in the right car- 
diophrenic angle and the other in the left. The first 
one was diagnosed as a hydatid cyst, and the explora- 
tory thoracotomy confirmed the diagnosis. 

The authors include the etiopathogenesis, an- 
atomopathology, symptoms, and differential diagno- 
sis of the disease. They mention the importance of 
the differential diagnosis from a pulmonary, pleural, 
mediastinal, or hydatid cyst, and also from broncho- 
genic, or dermoid cysts, teratomas, neuromas, dia- 
phragmatic hernia and eventration, cardiac aneu- 
rysm, lymphangiomatous cyst adherent to the peri- 
cardium, inflammatory pseudocyst, and from pri- 
mary carcinoma of the lung or mediastinum. 

Angiocardiography eliminates the possibility of a 
cardiovascular formation. 

The two mesothelial cysts were removed surgically 
and successfully. M. Lépez Beto, M.D. 


MISCELLANEOUS 


Retrosternal Diaphragmatic Hernia (Ernie dia- 
frammatiche subcosto-sternali). A. PUGLIONISI. 
Chir. torac., 1953, 6: 73. 


In 1948, Harrington presented a report on 430 
cases of diaphragmatic hernia. In 8 of the cases the 
herniation was retrosternal, through the foramen of 
Morgagni. The author of the present article reports 
2 clinical cases with successful surgical results. 

The first case was that of a 20 year old male who 
had a 4 year history of intermittent constricting pain 
about the hypochondrium, accompanied by emesis 
unrelated to the ingestion of food. Barium studies of 
the stomach and duodenum revealed the stomach to 
be in normal position and form, but there was an 
extrinsic deformity of the duodenum. Barium 
studies of the large bowel were not made. At sur- 
gery, through an abdominal approach, the transverse 
colon was seen to penetrate the diaphragm at its de- 
fective insertion to the sternum. The upper border 
of this peritoneal herniation extended to the second 
rib anteriorly within the mediastinum. The herni- 
ation was reduced without difficulty, the peritoneal 
sac was amputated, and the diaphragmatic defect 
was closed by overlapping tendon-muscle sutures. 
This patient had an uneventful recovery, but 6 
months later he complained of postprandial epigas- 
tric pain, and 18 months later he was found to have 
a pyloric ulcer, which responded well to gastro- 
duodenal resection. 
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The second case was that of an 11 year old student 
who suffered fron anemia, weight loss, and asthma, 
and was thought to have an infiltrating form of tu- 
berculosis with involvement of the mediastinum. 
After the pulmonary congestion cleared, roentgeno- 
logic studies revealed a retrosternal hernia of the 
diaphragm. A thoracotomy incision and resection of 
the ninth rib revealed the saccular herniation to 
occupy two-thirds of the right chest with atelectasis 
of the surrounding lung tissue. The sac was opened, 
and the cecum and ascending colon were identified; 
adhesions were freed, the bowel was restored to the 
abdominal cavity, and the diaphragmatic defect was 
closed with linen sutures. Respiratory distress oc- 
curred, and bronchoscopic examination at the termi- 
nation of surgery revealed extensive tracheobron- 
chial edema with gradual collapse of the left lung, 
and death of the patient. 

The author reviews the literature on this topic and 
discusses the anatomical, roentgenological, and sur- 
gical problems which are encountered in these 
unusual forms of diaphragmatic hernias. 

R. A. Manrrep1, M.D. 


Chylothorax (Il chilotorace). G. Foyantnt and E. 


RuccERi. Policlinico, 1953, 60: 279. 


The author first reviews the anatomy and physi- 
ology of the thoracic duct and then the etiology 
and pathogenesis of chylothorax. From a review of 
the literature, it appears that a difference of opin- 
ion exists as to the proper treatment. Some au- 
thors prefer medical management, others surgical. 
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The authors of the present article believe in a mid- 
dle-of-the-road policy. 

Seven personal cases of chylothorax are reviewed. 
In 2 cases the condition followed lysis of pleural 
adhesions, in 2 it resulted from extrapleural pneu- 
mothorax, and in 3 it occurred after pneumonec- 
tomy. In 3 cases operative intervention was re- 
sorted to after several days of medical manage- 
ment, and the severed ends were ligated. Rapid 
improvement followed in all 3 cases. In 2 cases 
closed drainage was instituted. In one of these a 
rapid reduction in the amount of drainage was fol- 
lowed by healing after some time. The other case 
was complicated by infection, which was treated by 
antibiotics. The patient seemed to improve but he 
failed to return for follow-up care and therefore 
the ultimate outcome is unknown. A sixth patient 
was treated by electrocoagulation at the point 
where lymph fluid was seen to escape, as the duct 
could not be isolated. This was followed by pro- 
longed but gradually diminishing drainage. No 
treatment was instituted in the seventh case as 
the patient died within 12 hours of severe shock. 

The author recommends that medical manage- 
ment be administered in cases due to neoplasm or 
chronic disease. In traumatic or postoperative 
cases, thoracentesis is performed, and a diet poor 
in fat and with limited fluids is followed. If im- 
provement does not follow in a short time, surgical 
treatment is instituted without waiting for the pa- 
tient to become gravely ill. 

LuciAN J. Fronpvut, M.D. 
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Cardiotuberosity Malpositions (Les malpositions Car- 
dio-Tubérositaires). J. L. Lortrat-Jacos and F. 
RosBErT. Arch. mal. app. digest., Par, 1953, 42: 750. 


The authors have made an anatomical and clinical 
study of the diaphragm and esophagocardiac junc- 
tion, malpositions of which lead to esophageal reflux. 

Atrophic pillars of the diaphragm have been found 
in cases with a large hiatus. A short length of abdom- 
inal esophagus may be exposed by incising the peri- 
toneum over the esophagus in some cases. If the 
angle between the stomach: and cardia is obtuse, 
esophageal reflux is likely in cases with a long gastro- 
phrenic ligament. Malpositions of the greater tuber- 
osity of the stomach were noted. The anterior or 
posterior position of the supplementary peritoneal 
attachments is believed to influence the reflux mech- 
anism. The fixation of the cardioesophageal junction 
may influence reflux. Conversely, extreme mobility 
of this junction may be a factor. The authors believe 
that the afore-mentioned anatomical variations may 
predispose to esophageal reflux even though func- 
tional or reflex regurgitation may be present. 

Clinically 3 cases of pseudodiverticula of the 
stomach are reported; there was no true hernia, but a 
syndrome typical of this condition. Two of the pa- 
tients were relieved after surgical correction. Six 
other case reports illustrating the anatomical 
changes mentioned are included. 

The symptoms noted are pain, esophageal reflux is 
constant, vomiting is rare, hemorrhage is not excep- 
tional (2 cases of hematemesis and 2 of melena are 
reported, and esophagitis was found by esophagos- 
copy in 1 patient and seen surgically in another). 

Suggestions are made for improved x-ray study of 
these patients. Tuomas C. Douctass, M.D. 


Peptic Ulcer; Late Follow-Up Results After Partial 
Gastrectomy: Analysis of Failures. Harotp D. 
Harvey, Forpyce B. St. JoHn, and HERBERT VOLK. 
Ann. Surg., 1953, 138: 680. 


This is the second follow-up report on a series of 
394 elective partial gastrectomies. The patients 
had been treated surgically during the period be- 
tween 1936 and 1945 and each of them had been 
followed for 5 or more years (excepting those dying 
in the interim and a few lost to follow-up study). 
Some comparisons were drawn between this series 
and another series of 504 resections performed at 
the same institution between 1946 and 1951. The 
total report comprises 898 partial resections—232 
for gastric ulcers and 666 for duodenal ulcers. In 
this combined series of patients, 100 have died: 
69 succumbed to unrelated disease and 31 died as 
the result of early or late operative complications. 
The follow-up study was very successful as 85 per 
cent of the information was obtained from personal 
interviews and examination. 
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The patients were divided into several groups, 
based on their postoperative courses. In the com- 
bined series, 770 of the patients were classified as 
“always satisfactory,” indicating that they had no 
evidence of recurrent ulceration, had no untoward 
effects from the operation, and were glad they had 
been operated upon. Of these, 86 per cent had re- 
turned to work, and the remainder either had un- 
related reasons for not working or information on 
this point was lacking. 

In the earlier series, 86 per cent of the patients 
with duodenal ulcer were in the “always satis- 
factory” group in 1946, but this figure had slipped 
to 83 per cent 5 years later. Of the patients with 
gastric ulcers, 82 per cent were “always satisfac- 
tory” in 1946 and only 78 per cent could be so clas- 
sified 5 years later. In the recent series, 88 per 
cent of the patients with duodenal, and g1 per 
cent of those with gastric ulcers were ‘“‘always sat- 
isfactory.” It is noted that a patient who had 
been always satisfactory for 5 years rarely devel- 
oped symptoms thereafter. 

In the early group of resections, before 1946, 
death due to early and late complications of sur- 
gery, recurrent ulcers, and problems arising in- 
directly from the operation and requiring surgical 
repair, such as adhesions and hernias, were the 
main causes of unsatisfactory results. In the re- 
cent series, the most important causes for unsatis- 
factory results were recurrent ulcer and the occur- 
rence of other digestive symptoms. The number of 
deaths, and the problems arising indirectly from 
surgery were markedly reduced. 

Recurrent ulcers (almost all jejunal) occurred in 
4.5 per cent of the combined series of duodenal 
ulcer patients, and in the gastric ulcer group there 
was one recurrent gastric ulcer and 4 suspected 
jejunal ulcers. In all, there were 36 proved or sus- 
pected recurrences; 30 of these patients are now 
doing well subsequent to further medical or sur- 
gical therapy. 

The dumping syndrome occurred in about 3 per 
cent of the early series and in about one-fourth of 
these patients it was sufficiently severe and pro- 
longed to classify them as unsatisfactory. In the 
1946 to 1951 group, this symptom occurred in one- 
third of the patients and persisted to cause late 
disability in about 13 per cent. 

Weight was maintained or improved in 85 per 
cent of the early series and in 79 per cent of the 
recent series. In only 3 patients of the former 
group was weight loss significant enough to in- 
clude them in the unsatisfactory group, but in the 
latter series this was a serious problem in 12. In 
none of the early series were other digestive symp- 
toms, such as lower abdominal cramps, diarrhea, 
etc., of significance, but in the recent series 4 pa- 
tients were classed as unsatisfactory for this 
reason. 
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Psychiatric problems of mild degree were noted 
in 38 per cent of all of the patients and severe 
symptoms were noted in 6 per cent. There were 
twice as many poor results among those with mild 
psychiatric problems, and three times as many 
poor results among those with severe problems as 
there were in patients without any apparent psy- 
chiatric stigmata. This had no apparent effect on 
the incidence of jejunal ulcers, but 80 per cent of 
those patients in whom other digestive difficulties 
developed (such as dumping and weight loss) had 
shown some psychiatric stigmata preoperatively. 

The improvement in mortality rates and- in late 
indirect operative complications is understandable. 
The authors now do a short loop postcolic anas- 
tomosis with a Hofmeister resection, whereas pre- 
viously they did a Polya resection with postcolic 
or anticolic anastomosis. They believe that they 
now remove more of the stomach than when they 
did resections of 50 to 60 per cent. The number of 
recurrences has been no less with greater resec- 
tion and the number of other digestive problems 
seems to have increased, which may have some re- 
lationship to the larger resection. The authors 
have recently done some resections of 50 to 60 per 
cent, with abdominal vagotomy, and have noted 
gratifying results (little dumping and no difficulty 
in maintaining weight); however, they consider 
that it is much too early to draw permanent con- 
clusions regarding this procedure. 

Victor M. BERNHARD, M.D. 


Perforated Peptic Ulcer: A Study of 136 Cases in a 
County Hospital. Everett J. Scumitz, Henry N. 
Harkins, Hitpinc H. Orson, Horace G. Moore, 
Jr., and K. Atvin MERENDINO. Ann. Surg., 1953, 
138: 689. 

This report of 136 perforated gastroduodenal ul- 
cers seen in the period from 1948 to 1952 is compared 
with a similar series of 166 cases reported from the 
same institution for the period from 1938 to 1944. 
The present series comprises 13.2 per cent of all 
ulcers seen at this hospital during the period from 
1948 to 1952. Thirty-two of the patients with per- 
foration died; therefore 3.2 per cent of all patients 
with peptic ulcers died of perforation. In evaluating 
these statistics, it must be remembered that the 
cases consist of county hospital patients, many of 
whom are derelicts with alcoholism and malnutri- 
tion. 

In the great majority of cases the lesions occurred 
in white males and over 50 per cent of the patients 
were in the sixth decade, or older. Perforation seem- 
ed to occur most commonly in late spring and in the 
fall of the year. Forty-seven per cent of the patients 
were alcoholics, and 35 per cent were intoxicated on 
arrival at the hospital; 74 per cent had a history of 
proved or strongly suspected peptic ulcer, and in the 
remainder this was the first evidence of ulcer; 9 per 
cent had had previous perforations. 

Severe pain, usually epigastric and rapidly be- 
coming generalized, was by far the most common 
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complaint. Vomiting, and either melena or hema- 
temesis were common findings. Marked tenderness, 
rigidity, and absence of peristalsis were the findings 
in the majority. In 9.5 per cent of cases there was no 
pain; in a few cases the pain was primarily in the 
lower abdominal region. Clinical shock was present 
in 22 per cent of the cases and it is noted that a very 
low blood pressure is a grave prognostic sign. 

X-ray films revealed pneumoperitoneum in 80 per 
cent of cases and in the great majority moderate to 
marked leukocytosis was present. 

Most of the patients arrived in the hospital within 
12 hours after perforation and the death rate in this 
group was 6.2 per cent, whereas in the group of 31 
patients arriving after 12 hours the mortality was 
64.5 per cent. 

The correct diagnosis was made in go per cent of 
the cases at the first examination. The majority were 
treated surgically and reached the operating room 
within as short a time as possible. Thirty-one pa- 
tients were treated conservatively; of these, 11 were 
moribund on admission, 7 were too ill from other 
conditions, and 12 others were suffering from asso- 
ciated diseases or there had been a long interval be- 
tween perforation and stabilization. The mortality 
in this entire group was 77 per cent but in those cases 
in which conservative therapy was deliberately chos- 
en the mortality was only 46 per cent. 

Surgical therapy was used in 103 cases: 89 simple 
closures, 1 ulcer excision, and 13 primary subtotal 
gastrectomies. There were no deaths among patients 
treated by resection. Cultures were positive in only 
30 per cent of all patients operated upon. 

The distribution of the ulcers was as follows: 93 
duodenal, 34 gastric, and 5 marginal; all but 7 were 
anterior perforations. Of the 34 patients with gas- 
tric ulcers, 14 died; all patients with gastric ulcers 
who were treated conservatively succumbed, where- 
as only 16.7 per cent of those treated by surgery 
died. This mortality rate demonstrates the increased 
danger of gastric perforation. 

In the follow-up period, 35 patients had resections, 
with good results in 83.4 per cent. Among those ini- 
tially treated with simple closure followed by medical 
management, satisfactory results were obtained in 
40 per cent and partially satisfactory results in 36 
per cent. Of those surviving conservative therapy, 2 
subsequently underwent resection and 4 had recur- 
rent symptoms. 

In considering their results with conservative man- 
agement of perforated peptic ulcers, and the in- 
creased danger if the perforation is gastric, the 
authors conclude that operative closure is the best 
method of treatment. In comparison with the prev- 
iously reported series, the operative mortality is 
about one-fourth lower in the present series, but the 
overall mortality is the same in both series; a marked 
reduction in postoperative complications is shown. 
Primary subtotal gastrectomy is reserved for those 
patients who are seen early, and who have been 
medical failures or unco-operative, and are other- 
wise in condition to withstand the procedure. Early 
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clective resection after primary simple closure is 

frequently advised, especially when dealing with 

patients such as those seen in this series. 
Victor M. BERNHARD, M.D. 


The Results of Vagotomy in the Treatment of Pep- 
tic Ulcer. HAnp and Davin H. Patey. 
Brit. J. Surg., 1953, 41: 161. 


The authors report the results of vagotomy in 72 
patients with gastroduodenal and jejunal ulcers, on 
whom 75 operations were performed. Vagotomy 
without other supplementary procedure was per- 
formed 17 times (9 transthoracic, 8 transabdomi- 
nal); transabdominal vagotomy with pyloroduo- 
denectomy was done 32 times; with gastrojejunos- 
tomy, 9 times; and vagotomy with gastrectomy, 17 
times. Pyloroduodenectomy consisted of excision of 
about 1 ounce of tissue consisting of the pyloric part 
of the stomach and including the duodenal ulcer. 
Gastroenterostomy was of the standard posterior 
type with a vertical stoma. 

In performing gastrectomy, about one-half of the 
stomach was left behind and was connected to the 
jejunum by the Polya type of anastomosis with Hoff- 
meister valve. 

Two postoperative deaths occurred after vagot- 
omy with pyloroduodenectomy, and a third patient 
died at a subsequent operation for gastric ulcera- 
tion. The operative mortality, including the third 
case, Was 4.2 per cent. 

Duodenal ulcer: (a) vagotomy alone was performed 
in 12 cases with recurrence in 5; in 2 patients new 
gastric ulcers developed, and 1 patient with known 
duodenal and gastric ulcers developed melena re- 
quiring subtotal gastrectomy; (b) vagotomy plus 
pyloroduodenectomy was performed 32 times with 
30 survivals, of which 2 required secondary gastro- 
cnterostomy to relieve obstructive phenomena; of 
the remaining 28 patients, 4 had a recurrence of their 


TABLE I. —OVER-ALL RESULTS (DUODENAL AND 
JEJUNAL ULCERS) IN 71 CASES 
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duodenal ulcer; (c) vagotomy plus gastroenterostomy 
was performed in 8 patients; 7 of these had no 
trouble for periods of from 2 to 5 years. 

Jejunal ulcers were treated in 5 men; in 2 of these 
cases the ulcer followed gastrectomy. There was no 
recurrence of the gastrojejunal ulcer after vagotomy. 

No correlation was found between the degree of 
gastric atony as determined by barium test meal and 
the degree of hypochlorhydria after vagotomy; how- 
ever, patients with the achlorhydria type of response 
were less likely to develop recurrent ulceration. 

Since vagotomy may lead to the development or 
recurrence of gastric ulcer, the operation is not con- 
sidered for this condition. Vagotomy with drainage 
or resection procedures had a curative influence in 
duodenal ulcers; however, there were formidable 
complications such as gastric ulcer formation and 
excessive gastric stasis which led the authors to 
abandon vagotomy in 1950. However, in the event 
of jejunal ulcers following gastric resection, vagotomy 
has an important place. This view is also supported 
by the fact that none of the authors’ 17 patients with 
vagotomy plus hemigastrectomy developed recur- 
rences in a 2 year observation period. 

ARTHUR J. LEssER, M.D. 


Gastric Resection for Gastric and Duodenal Ulcer. 
Report on 1,535 Resections (Ueber die Magen- 
resektion beim Magen-Zwoelffingerdarmgeschwuer. 
Bericht ueber 1,535 Resektionen). HERMANN BER- 
GER and Hans Retssicu. Langenbecks Arch.u. Deut. 
Zschr. Chir., 1953, 277: 223. 


A series of 1,535 gastric resections was performed 
at the Breitner Clinic, Innsbruck, between the years 
1934 and 1952. Eighteen surgeons performed the 
surgery, although, with the exception of bleeding 
ulcers, the indications for surgery were uniform. Of 
the total number of resections, 1,175 were done for 
uncomplicated ulcer. The mortality rate in the 
absence of perforation or bleeding was 2.8 per cent. 
The indication for surgery in cases of uncomplicated 
ulcer was the presence of symptoms for 4 years. The 
basis for this arbitrary time period was the fact that 
a long-standing ulcer had less chance of being cured 
medically than the more acute type. . 

Most of the resections were done according to the 
Billroth II technique, with some modifications. Only 
92 patients had Billroth I operations, of which go 
were performed prior to 1943. All anastamoses were 
made antecolic. 

Re-resection was done 19 times for anastomotic 
ulcer. In ro cases it followed a previous Billroth II 
operation, in 6 cases it followed a Billroth I opera- 
tion, and in 2 cases it followed gastroenterostomy, 
(1 of these patients underwent 2 resections). One 
death occurred in this group. 

Patients with bleeding ulcers were divided into 3 
groups: (1) those with acute massive hemorrhage, 
with or without hematemesis, and with a known 
history of ulcer or previous roentgenographic evi- 
dence of ulcer, provided other causes for bleeding 
such as esophageal varices or blood dyscrasia were 
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eliminated, (2) those with recurrent bleeding, and 
(3) those with massive hemorrhage, but without an 
ulcer history. The authors considered groups 1 and 2 
obligatory surgical cases, while group 3 required the 
necessary elimination of other causes before surgery 
was undertaken. A number of patients without 
demonstrable ulcer in this group proved to have 
gastritis with hemorrhage or carcinoma. Among the 
113 resections done for bleeding ulcer, the mortality 
was 7 per cent. Whenever feasible, surgery was 
performed within the first 24 to 48 hours after the 
onset of bleeding. 

Primary gastric resection for perforated peptic 
ulcer was performed 227 times, with a mortality of 
8.9 per cent. These resections were done from a few 
hours up to 2 to 3 days after the onset of the per- 
foration symptoms. In recent years 1 gm. of strep- 
tomycin and 200,000 units of pencillin have been in- 
stalled intraperitoneally, in addition to postopera- 
tive antibiotic therapy. 

The hope is expressed that with further improve- 
ment in preoperative and postoperative care and 
anesthesia, the mortality figures will diminish in the 
future. Harorp LaurMan, M.D. 


Gastric Polyp Suspected Falsely of Hemorrhage 
(Magenpolyp, als Blutungsquelle in falschem Ver- 
dacht). A. RAVELLI. Acta gastroenter. belg., 1953, 
16: 643. 

A case is reported in which blood was found in the 
stool of a 48 year old man who had had a Billroth I 
operation. X-ray studies showed a polyp just proxi- 
mal to the anastomosis on the posterior wall of the 
lesser curvature. At surgery the polyp was found 
but was obviously not at the site of the hemorrhage. 
A sarcoma was found in the first loop of the jejunum 
and this accounted for the hemorrhage. 

Tuomas C. Dovuctass, M.D. 


Gastrojejunocolic Fistula. A. G. R. Lowpon. Brit. 
J. Surg., 1953, 41: 113. 


The author reports 46 cases of gastrojejunocolic 
fistula occurring in 41 patients, 11 of whom he ob- 
served personally. 

Although gastrojejunocolic fistula may rarely re- 
sult from a primary disease such as carcinoma or 
ulcerative colitis, it almost always occurs as a com- 
plication of gastrojejunal ulcer following gastroenter- 
ostomy. The great majority of such fistulas follow 
retrocolic anastomosis, probably because of fixation 
of the stoma to the transverse mesocolon. 

No correlation can be found between the size of 
the fistula and the relative acuteness of the causa- 
tive ulcer. In most cases, the fistula is between the 
jejunum and the posterior aspect of the transverse 
colon, a reflection of the common situation of stomal 
ulcers. 

The fistula is soon epithelialized, so that spontan- 
eous closure is unlikely. The tendency to ulcer 
formation is probably less than 10 per cent. The 
disease rarely affects women, and the highest age 
incidence is from 30 to 50 years. 
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Symptoms of gastrojejunal ulcer usually precede 
the development of a fistula. Cardinal symptoms of 
fistula are diarrhea, fecal vomiting and wasting, 
but these are variable and may be absent. Abdomi- 
nal pain is occasionally present. 

Physical examination may reveal abdominal ten- 
derness or distention. Patients may be malnour- 
ished, dehydrated, and anemic. Hypoproteinemia 
and nutritional edema are sometimes observed. 
Depletion of calcium may result in carpopedal 
spasm. There may be clinical evidence of vitamin 
deficiency. Disturbance of electrolyte balance with 
low blood chlorides, reduced serum sodium, and 
chronic potassium deficiency are common. Barium 
enema is more likely to demonstrate these lesions 
than barium meal. 

Diarrhea results from irritation of the small intes- 
tine by colonic content, and is not attributable to the 
entrance of gastric contents into the colon. 

Preoperatively, nutritional deficiency, dehydra- 
tion, electrolyte imbalance, and anemia must be cor- 
rected as far as possible by parenteral administra- 
tions. Hartmann’s solution with additional potas- 
sium, glucose solution, blood transfusion, vitamins, 
and low residue, high protein, high carbohydrate diet 
are helpful. Sulfathaladine or sulfasuxidine and oral 
streptomycin should be given, and enemas are to be 
avoided. 

The only effective treatment is surgical. The fis- 
tula should be removed by operation, which should 
include measures to relieve the ulcer diathesis. For 
patients in good general condition, a one-stage exci- 
sion of the fistula and partial gastrectomy may be 
done. Most patients with this disease will require 
staged operations: proximal transverse colostomy, 
followed in 2 to 3 months by excision of the fistula 
and partial gastrectomy, with closure of the colos- 
tomy 2 or 3 weeks later. 

Recurrent gastrojejunal ulcer after this treatment 
should be treated by transthoracic vagotomy. 

S. Ltoyp TEITELMAN, M.D. 


Rational Surgical Treatment of Gastric Cancer 
(Tratamento cirurgico racional do cancro do esté- 
mago). MAri1o ConpE. Gaz. med. port., 1953, 6: 450. 


After reviewing the world’s literature on the 
rational surgical treatment of gastric cancer, the 
author comes to the conclusion that only one-fourth 
of the patients that come to surgeons are operable 
and only one-fifth of these survive 5 years. 

Because of these poor results he favors modern 
surgery of gastric cancer as used in cancer of the 
breast, intestines, and other organs. In doing this 
the primary lesion must be considered in continuity 
with its lymphatic drainage system. 

Coller, Kay, and McIntyre’s studies on lymphatic 
drainage of the stomach are given due consideration. 

Invasion of the various lymph glands is of great 
importance with regard to the final prognosis. 

Other factors besides lymphatic drainage, of im- 
portance to the final prognosis, are pointed out, 
such as those mentioned by Meissner (diffuse 
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lymphatic invasion of the various structures of the 
gastric wall, invasion of the blood vessels, and 
duodenal invasion). 

On the basis of these facts and also Eker’s studies 
(in which lymph glands from patients submitted to 
total gastrectomy showed a higher percentage of 
invasion than those submitted to partial gas- 
trectomy) the author favors total gastrectomy for 
gastric cancer. 

A brief history of total gastrectomy as well as the 
conclusions drawn from the recent world literature 
regarding its mortality are given. Lahey is quoted 
extensively. 

The operation usually performed by the author 
includes a total block resection of the stomach, 
spleen, great omentum, duodenum (as near as pos- 
sible to the choledochus), lesser omentum, the 
lymph glands up to the diaphragmatic hiatus, and 
the distal extremity of the esophagus; when the 
pancreas or transverse colon are invaded, resection 
of a portion is also included. 

For such an extensive operation, a good surgeon 
is not enough. Good team work is necessary and 
special attention should be given to the suture 
technique of the anastomosis. 

The author believes that his percentage of resecta- 
bility is larger than Lahey’s. 

The size of the gastric tumor is not of great im- 
portance to the prognosis. 

Patients may live satisfactorily after total re- 
moval of the stomach. Meals should be given six 
times a day and in smaller portions. There is no 
advantage in giving hydrochloric acid for there is no 
pepsin to be activated. 

Thirty two patients were operated upon by the 
author. Most of their lesions were quite extensive, 
but there was no relation between the intensity of 
the symptoms and the extent of the lesion discov- 
ered at the operation. Twenty-eight of the patients 
had cancer and 4 had ulcer. In 24 of the former an- 
other viscus besides the stomach was removed. 

From 1947 to 1950, 14 patients with cancer were 
operated upon with a mortality of 35.7 per cent 
(5). From 1951 to 1952, 14 more were operated 
upon with a mortality of only 7.1 per cent (1). 
There was no mortality in the last 11. 

Cases in which resection of the transverse colon 
and pancreas was also done carried the highest 
mortality. Opening of the anastomosis, myocardial 
infarct, and pulmonary atelectasis were responsible 
for the 6 operative deaths. 

One patient whose anastomosis had opened was 
treated and is still living for more than 2 years. 

A brief report of each case is given; in some of the 
reports roentgenograms and photographs of the 
removed specimen are presented. 

In 10 cases either total or partial pancreatectomy 
was also performed. 

Of the 22 patients that survived the operation 2 
were operated upon less than a year ago, 4 between 
1 and 2 years, 1 between 3 and 4 years, and 1, 6 
years ago. 
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The author concludes that at present surgery offers 
the only hope of cure of gastric cancer if it is radical, 
as all cancer surgery should be, and if diagnosis is 
made at an early stage. Joas B. Vianna, M.D. 


Lymphomas of the Intestine (Lymphomes de l’intes- 
tin). T. HERNANDO, M. OrTEGA, and L. HERNANDO. 
Acta gastroenter. belg., 1953, 16: 630. 


The authors report a case of lymphosarcoma of the 
jejunum in some detail. The loss of weight and per- 
sistent pain despite conservative treatment indicated 
x-ray study. On the second x-ray study of the small 
bowel a tumor was found. The tumor was resected 
with 50 cm. of intestine. The patient has been well 
for 2 years. 

The infrequency of the lesion is discussed. An 
interesting clinical feature was the relief of pain 
when the patient lay down. The importance of 
repetitive study of the small bowel is stressed. 

A case of follicular lymphoma of the cecum is also 
reported. This is a rare condition as nonepithelial 
malignant tumors of the colon are said to make up 
1 per cent of all malignant tumors. A marked defect 
was illustrated in the x-ray study. The microscopic 
appearance of the tumor is described and illustrated. 

Tuomas C. Douctass, M.D. 


Reticulum Cell Sarcoma of the Intestine (I re- 
ticolo-sarcomi_ dell’intestino). Luicrt CoBeELLis. 


Rass. internaz. clin. ter., 1953, 33: 585. 


According to the author, reports of reticuloendo- 
thelial neoplasms of the intestinal tract are uncom- 
mon. He was able to find only 12 cases in the 
literature up to the year 1950. 

Clinically, these tumors, in so far as diagnosis is 
concerned, may be subdivided into four categories: 
(1) tumors found at autopsy, (2) palpable tumors, 
(3) tumors demonstrating symptoms of intestinal 
obstruction and/or perforation of the bowel, and 
(4) tumors with symptoms resembling those of tu- 
berculosis of the peritoneum, cystic ovary, or peri- 
tonitis. Three cases are presented: 

The first case was that of a man 35 years of age 
who developed diffuse pain in the hypochondrium. 
This was associated with constipation, tenesmus, 
and putrid feces streaked with mucus and blood. 
The patient had been previously treated for spastic 
colitis. He developed acute intestinal obstruction 
and was admitted for emergency surgery. Free fluid 
was found at operation. The intestine was markedly 
dilated and grossly involved over a section 35 cm. 
in length. The area was resected and a side-to-side 
anastomosis carried out. The diagnosis was blas- 
toma resembling reticuloendothelioma sarcoma with 
a tendency toward the formation of fibroblasts. 

The second patient was a male 39 years of age 
who had undergone intensive therapy for lues con- 
tracted at the age of 21 years. The patient developed 
diffuse abdominal pain which persisted repeatedly 
over an 8 month period prior to admission. There 
was an associated change in the bowel habits fol- 
lowed by diarrhea, blood tinged feces, and gross 
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Fig. 1 (Allison, Tavares da Silva). Diagram to illustrate 
the principle of the Roux loop. 


hemorrhage. He suddenly developed symptoms of 
an acute abdominal condition requiring emergency 
surgery. Exploratory laparotomy revealed gross 
hemorrhage. The sigmoid area was grossly involved 
and most of the neighboring organs were adherent 
to the mass. The patient’s condition was so poor 
that it was decided to establish drainage and close 
the abdomen. The patient died 16 hours postopera- 
tively. Autopsy examination revealed a tumor in- 
volving the sigmoid colon for a distance of 16 cm. 
The diagnosis was sarcoma of the reticuloendothe- 
lial system. 

The third patient was a man 32 years of age who 
had experienced diffuse abdominal pain, diarrhea, 
and blood-tinged feces. At operation 35 cm. of the 
terminal ileum were resected together with the ad- 
jacent involved lymph nodes. An ileocolic anasto- 
mosis was carried out and the abdomen was repaired. 
The diagnosis was reticulolymphosarcoma. 

A description of the pathological picture together 
with a discussion of the staining characteristics of 
the various tumors completes the article. 

FRANK W. PirrvuccEL1o, M.D. 


The Roux Loop. P. R. ALiison and L. Tavares Da 
Strva. Brit. J. Surg., 1953, 41: 173. 


Experiences with hiatal hernia and reflux peptic 
esophagitis make mediastinal esophagogastric anas- 
tomosis an operation of doubtful value, and it has 
virtually been abandoned in the department of 
thoracic surgery at the General Infirmary at Leeds. 

The authors consider esophagojejunal anastomosis 
with a Roux loop the procedure of choice and de- 
scribe in detail the preparation of the jejunal loop 


and its anastomosis to the esophagus. The arrange- 
ment of the vascular arcades is studied by trans- 
illumination. The first 4 inches of bowel following the 
duodenojejunal flexure are designated as the afferent 
limb of the inverted T-anastomosis. 

At the point chosen for division of the intestine, 
the first arcade is divided and the mesentery is cut 
toward its root. The vertical branches of the superior 
mesenteric artery supplying the arcades are ligated 
and cut close to the arcades. Arcades arranged close 
to the bowel loop permit the formation of an effec- 
tive and straight limb. At times the arcades may be 
freed from the peritoneum and the latter incised furth- 
er without impairing the blood supply. Careful 
hemostasis and meticulous dissection to preserve the 
vascular arcades will almost always permit the de- 
velopment of a desired length of viable jejunum 
(Fig. 1). 

Proper length of the limb is important since ten- 
sion may lead to venous occlusion. The proximal end 
of the limb is closed with a continuous catgut suture 
without the inversion of too much of the bowel. The 
closed loop can, without risk of contamination, be 
pulled through the mesocolon slit or diaphragm, and 
the anastomosis with the esophagus can be made im- 
mediately subterminal. The (inverted) T-anastomo- 
sis may be performed below the transverse mesocolon 
with the short limb of jejunum entering into the long 
vertical limb from the left. The free edges of the 
mesenteries of the afferent and of the Roux loops are 
approximated with sutures and the mesocolon slit is 
closed against the Roux loop itself. 

The loops were mostly used for mediastinal esoph- 
agojejunostomy, but in earlier years a few were 
placed beneath the skin of the anterior chest wall. 
When a radical total gastrectomy with resection of 
the pancreas was done the loop was passed posterior- 
ly and through the hiatus in the diaphragm. In the 
presence of an irresectable carcinoma of the cardia a 
palliative esophagojejunostomy was done which re- 
quired a new path through the muscle of the dia- 
phragm just above the external arcuate ligament. 

Contrary to old surgical teaching, the viability of 
the esophagus permits very extensive vascular di- 
vision for the purpose of mobilization. The lower end 
of the esophagus is sutured to the anterior surface of 
the Roux loop immediately subterminal and the 
anastomosis may be made in transverse oblique or 
even in a longitudinal direction. 

After incision of the outer layer of the Roux loop, 
careful hemostasis is done but no bowel clamp is 
used. The authors use an outer layer of 5 or 6 inter- 
rupted catgut sutures and a continuous inner layer 
of catgut, taking care to include esophageal mucosa 
in every stitch. The mediastinal segment of the loop 
may be fixed by stitches to the mediastinal pleura, 
but the latter is never tightly closed over the loop. 

Twenty-eight anastomoses were performed for 
simple lesions, such as stenosis from esophageal pep- 
tic ulcer (22), stenosis from gastric ulcer (1), total 
gastrectomy for high gastric ulcer (4), and leiomyo- 
ma of the cardia (1). 
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Sixty-one malignant lesions were treated by rad- 
ical total gastrectomy and partial esophagectomy 
(44) or by palliative anastomosis without removal of 
the growth (17). In the series of nonmalignant le- 
sions there were no operative complications referable 
to the Roux loop. Eight deaths resulted from surgery 
of malignant lesions because of gangrene of the loop 
in 3 cases and because of faulty mediastinal anasto- 
mosis in 5 cases. 

Of 27 patients who survived surgery for benign le- 
sions, 19 felt well and ate normal but slightly smaller 
meals. They maintained their weight; all but 2 were 
working. Two patients developed anemia and 1 pa- 
tient has a dumping syndrome, requiring rest after 
meals. Three patients have discomfort after meals 
and occasional diarrhea. 

In the malignant series, dysphagia was relieved in 
the nonresectable group. Some patients developed 
steatorrheal diarrhea after radical surgery. They 
were advised to eat meals dry and to take liver prep- 
arations daily; in case of intestinal infections dilute 
hydrochloric acid was prescribed. 

ARTHUR J. LEssER, M.D. 


Duodenal Ulcer. Technique of Partial Gastrectomy 
and of Partial Gastrectomy Associated with 
Vagectomy; Results; Treatment of the Com- 
plications (Olcera duodenal. Técnica da gastrecto- 
mia parcial e da associagdo 4 vegectomia. Resulta- 
dos. Tratamento das complicagées.) Ltc1o GALVAo. 
Rev. brasil. cirurg., 1953, 25: 349. 


This thesis, written in competition for one of the 


vacancies in the titular membership of the Brasilian 
Surgical College, Section of General Surgery, in- 


cludes 100 partial gastrectomies and 9g supradia- 


phragmatic abdominal vagectomies (the term 
“vagectomy” is probably preferred to the usual 
designation ‘‘vagotomy” because, instead of the 
simple cutting through of the vagus nerve, several 
centimeters are removed). The material was the 
author’s own and the results are evaluated with the 
utmost uniformity. 

The author does a Reichel-Polya operation (gas- 
trojejunostomy) through a right paramedian (Le- 
nander) abdominal incision (when the vagectomy is 
to be done the right paramedian incision is preferred) 
and the duodenal stump is closed by the method of 
Doyen-Finsterer. The anastomotic loop of jejunum 
was always passed through the transverse mesocolon 
and fixed with anchoring sutures (in 2 instances the 
anterior route was chosen). 

The posterior line of anastomotic sutures was of 
the Cushing type, the through-and-through posterior 
suture line was of simple interrupted sutures, and 
the anterior through-and-through suture line was 
of the Schmieden type. The jejunal loop was 
attached isoperistaltically. 

There was not a single death in this series of 
operations. Among the other reported complica- 
tions, there was no instance of the dumping syn- 
drome of Mix which could be demonstrated for a 
longer period than 3 months. There were 3 instances 
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of hyperchromic, microcytic anemia; 2 of these 
responded to iron and the other was lost to sight. 
Three patients with deficiency of vitamin B respond- 
ed to vitamin therapy. There were no instances of 
pancreatic insufficiency; the 10 per cent of patients 
with serious loss of weight could be greatly helped 
by dietary means (removal of fats from the diet and 
special cooking of meats and vegetables). Hypogly- 
cemic curves could be demonstrated in 31.5 per cent 
of these patients; however, this could be corrected 
by the administration of proper amounts of carbo- 
hydrates or sugars. 

The crux of the matter of postoperative complica- 
tions is, of course, represented by the gastrojejunal, 
or postoperative peptic ulcer. This material con- 
tained 2 cases of secondary development of this type 
of ulcer and the case histories are given in more 
detail. 

One patient had been subjected to a gastro- 
enterostomy elsewhere. Pains appeared 1 month 
after this operation and became progressively more 
severe. On the author’s service a portion of the 
stomach and of the anastomotic jejunal loop was 
excised en bloc and the intestinal canal was recon- 
stituted by means of a terminoterminal enteroanas- 
tomosis. A new gastrojejunostomy (precolic) was 
done. Three months later epigastric pain of typical 
ulcer character recurred and the roentgenologic ex- 
amination uncovered a typical niche in the efferent 
loop of the new anastomotic jejunal loop. A trans- 
thoracic, bilateral vagectomy was done through the 
right chest cavity. After more than 3 years now the 
ulcer has not reappeared. 

The second case concerned a patient who had 
undergone an ample gastric resection; however, 
there was a persistent high gastric acidity after the 
operation. This was especially noticeable with the 
Hollander (insulin) test. Hematemesis occurred 28 
days after the operation. Roentgenologic examina- 
tion uncovered a niche. Here again, a transthoracic 
vagectomy was done and all signs and symptoms 
had disappeared 30 days later. This absence of 
symptoms and of roentgenologic signs of ulcer has 
continued up to the present time. 

A surgical approach with another resection was 
not considered as the original resections had been 
ample. Joun W. BRENNAN, M.D. 


Melanotic Tumor of the Ileum with a Form of 
Anemia, the Metastasis of a Malignant Melano- 
ma of the Gum (Tumeur mélanique de Viléon a 
forme anémique, métastase d’un mélanome malin de 
la gencive). CHARLES DrBrRAy, MARcEL Roux, 
J. PuyauBert, R. Marie, and R. Virain. Presse 
med., 1953, 61: 1358. 


A 37 year old man sought relief from a pigmented 
lesion of the gum of the upper jaw and from a per- 
sistent melena. The lesion had been present for 3 
years. It was removed surgically and histological 
examination of the tissue revealed a malignant mela- 
noma with an intracellular and extracellular pig- 
mented secretion. 








After operative recovery, a blackish patch re- 
mained in the anterior part of the right upper gum. 
There was no ulceration of the soft tissues. X-ray 
examination of the superior maxilla revealed no in- 
vasion of the bony tissue. The melena persisted, but 
there was no bloody vomiting. A severe anemia de- 
veloped, but its cause was not easy to determine. 
There was no bleeding from the operative site of the 
right upper jaw and there was no fresh blood in the 
gastric contents after repeated gavages. X-ray ex- 
amination of the stomach was negative on several 
occasions. 

A nodule, difficult to palpate, was discovered in 
the abdominal wall about 4 fingers’ breadth from 
the left costal margin. It was slightly painful to 
touch. The intestine was the source of the bleeding. 
X-ray examination revealed an abnormal image in the 
left flank, just below the iliac crest. This shadow 
proved to be caused by a tumor of the intestine. Dou- 
ble metastasis of the maxillary melanoma was diag- 
nosed. One was a subcutaneous metastasis in the 
abdominal wall and the other was a hemorrhagic 
tumor of the ileum. 

At operation the tumor was found to be a malig- 
nant melanoma of the ileum. Another operation under 
local anesthesia was done 15 days later on the nodule 
of the abdominal wall and it was found to be a 
metastasis of the original melanoma. Throughout the 
development of this melanoma of the ileum, its hem- 
orrhagic character was the most important sign. The 
repeated daily hemorrhages led to an alarming ane- 
mia, which demanded surgical intervention. 

Intestinal hemorrhage is a rare sign of intestinal 
tumors. Usually, digestive disturbances, the pres- 
ence of an abdominal swelling, and intestinal ste- 
nosis are the signs which attract attention. The 
roentgenological aspects of jejunoileal tumors are 
little known. These tumors are usually sarcomas. 
Distention of the intestine proximal to the tumor, a 
normal or slightly accelerated flow of the alimentary 
contents, segmentation of the opaque column with 
disturbed motility of the intestine, and intestinal 
stenosis accompanied by disappearance of the mucosal 
folds are the usual roentgenological signs. 

None of these signs was seen in the case re- 
ported. Only a gap in the intestinal wall with a 
boggy appearance in the center and many circular 
protuberances along the periphery was revealed. 
Naturally, the feathery appearance of the intestine 
had disappeared. The neighboring loops of intes- 
tine were compressed and molded against the 
tumor. 

Anatomically, the most curious observation of 
this tumor was its metastatic and its melanotic 
nature. Development of a melanoma on the buccal 
mucosa is rare. Melanoma of the intestine is also 
rare. It usually follows melanoma of the skin, 
eye, or rectum. No other case of intestinal melanoma 
metastasizing from a buccal melanoma could be found 
on record. 

The mechanism of metastasis is problematical. 
It is possible that a small fragment of the buccal 
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tumor could have been swallowed with subsequent 
invasion of the intestinal wall. It is more likely 
that metastasis occurred via the blood stream as 
there were musculoparietal, mesenteric, hepatic, 
and pulmonary metastases. 

BLACKWELL Markuay, M.D. 


Colocolic Intussusception in the Adult. D. H. 
TEASDALE. Brit. J. Surg., 1953, 41: 128. 


The author reports 11 cases of colocolic intussus- 
ception in adults, an incidence of 4.6 per cent of cases 
of carcinoma of the colon treated in this same pericd. 
Three of the cases are presented in detail. 

Ten of the 11 patients were females, and the aver- 
age age was 66 years. All cases were due to malig- 
nant tumors. All tumors occupied half or less of the 
bowel circumference, and the majority were poly- 
poid. Ulceration was present in every case. The 
most common site was the sigmoid colon. 

One case was a retrograde intussusception, which 
is quite rare. In 5 cases, the apex of the intussuscep- 
tion had passed the anus, and the responsible sig- 
moid tumor could be readily examined. 

Treatment should consist of primary resection by 
the Paul-Mikulicz method, unless acute obstruction 
is present, or the lesion is in the proximal colon, in 
which case a two-stage operation is preferred. 

In no case in this series was the gut gangrenous or 
the intussusception irreducible. There is no place 
for hydrostatic pressure in the treatment of adult 
intussusception. 

Adult colocolic intussusception usually produces 
only a partial obstruction, and there is rarely any 
great urgency, thus permitting preparation of the 
patient for 24 to 48 hours. 

The prognosis in these cases is better than in un- 
complicated carcinoma of the colon because intus- 
susception implies mobility and a long uninfiltrated 
mesentery at the time of diagnosis. 

S. Ltoyp TEITELMAN, M.D. 


The Significance and Treatment of Polyps of the 
Colon and Rectum. Nem W. Swinton and WI1- 
TON A. Doane. N. England J. M., 1953, 249: 673. 


Polyps of the colon and rectum occur frequently; 
they are true tumors and are seen in 25 per cent of 
all surgical specimens removed for cancer of these 
organs. Moreover, there is a definite similarity be- 
tween the locations of benign mucosal polyps and of 
carcinomas of the rectum and colon. Histologically, 
all stages between benign mucosal polyps and carci- 
noma of the colon and rectum can be demonstrated 
and therefore polyps must be considered premalig- 
nant lesions. 

More than 80 per cent of all benign polyps have 
been within reach of the 25 cm. sigmoidoscope, and 
in the autopsy series studied by the authors, 52 per 
cent were found in this area. 

In the 400 cases reported, the small lesions found 
were destroyed immediately by fulguration, without 
biopsies being taken. Of these polyps, 230 were 
destroyed by fulguration; 44 were removed by snare 
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excision and fulguration, 34 by surgical excision, and 
30 by colotomy; and 69 required some type of resec- 
tion. Four patients refused treatment. The patho- 
logical findings were as follows: benign mucosal 
polyps (218 cases), benign mucosal polyps with early 
carcinoma (38 cases), and no pathological changes 
(151 cases). Benign mucosal polyps were associated 
with carcinoma of the rectum in 50 patients, with 
carcinoma of the colon in 19 patients, and with 
chronic ulcerative colitis in 10 patients. 

It is believed that if increasing numbers of patients 
would be properly examined for polyps at regular 
intervals and on their discovery these premalignant 
tumors would either be removed or destroyed, 
prevention of cancer of the terminal bowel would 
gradually be achieved. STEPHEN A. Z1eMAN, M.D. 


Principles of Primary One Stage Resection of the 
Colon (Conditions de principe de la colectomie 
idéale). RosertSoupautt. Arch. mal. app. digest., 
Par, 1953, 42: 741. 


The author reviews the recent improvements in 
surgery of the colon: better anesthesia, improvement 
in che nutrition of the patient preoperatively, and 
disinfection of the colon with antibiotics. The lit- 
erature on the mortality of primary resections is 
reviewed. The advisability of the extraperitoneal 
position of the anastomosis is stressed. 

Fifty-five cases in which operations were done 
between 1947 and 1953 are reported, with a mortality 
of 2 (3.6%). Acute pulmonary edema in a 75 year 
old man accounted for 1 death, and peritonitis in 
a woman from a leak of the esophageal suture line 
after gastrectomy and right and transverse colon 
resection accounted for the other. The ages and 
types of the tumors are analyzed. Similar resections 
for recalcitrant cases of diverticulitis of the sigmoid 
are advised. Tuomas C. Dovctass, M.D. 


LIVER, GALLBLADDER, PANCREAS, 
AND SPLEEN 


Roentgenographic Visualization of Cardioesophag- 
eal Varices in Portal Hypertension (Etude radio- 
logique des varices cardio-oesophagiennes dans 
Vhypertension portale). JEAN PAPILLON, FRANCOIS 
PinET, and Pierre Marion. Sem. hop. Paris, 
1953, 29: 361. 

Adequate roentgenographic visualization of eso- 
phageal varices depends upon careful technique to 
demonstrate small variations in the esophageal mu- 
cosa. Patients are examined in a supine position and 
films are taken in two oblique views. The concentra- 
tion and consistency of the barium used is important. 

Roentgenographic examination of the esophagus 
was done in 13 patients and the findings were later 
checked by esophagoscopy, portal venography, and 
exploratory operation. The following conclusions 
were made from the study: esophageal varices are 
evidence of a spontaneous portacaval shunt to short- 
circuit an obstruction in the portal vein, or they may 
exist as the result of an anomalous cardioesophageal 
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venous system. Demonstration of esophageal varices 
usually, but not always, indicates that portal hyper- 
tension exists. 

The absence of roentgenographically demonstrable 
esophageal varices does not indicate that portal hy- 
pertension is absent. If roentgenographic studies of 
the esophagus are negative in a patient in whom 
portal hypertension is suspected, an esophagoscopy 
should be done, and if no varices are visualized, the 
diagnosis of portal hypertension can be discarded. 

Roentgenography of the esophagus is of limited 
value postoperatively in evaluating the function of 
the shunt. The absence of varices is a good indica- 
tion that the shunt is functioning. However, pa- 
tients have been observed in whom varices persisted 
postoperatively but in spite of the varices the pa- 
tients were benefited by the operation. Other pa- 
tients had fewer varices as shown roentgenographi- 
cally, yet they had no symptomatic benefit from the 
operation. FREDERICK W. Preston, M.D. 


Effect of Ligation of Major Divisions of the Celiac 
Axis in Portal Cirrhosis. W. KENNETH JENNINGS 
and Joun P. BLANcHARD. West. J. Surg., 1953, 61: 
569. 

The authors present a series of 7 cases of Laennec’s 
cirrhosis treated surgically by ligation of some or all 
of the major divisions of the celiac axis under anti- 
biotic protection. They discuss in some detail the 
physiological rationale for this procedure and re- 
view the pertinent fundamental work of Herrick, 
Dock, Berman, Markowitz, Rienhoff, and others, as 
well as the technique of the procedure. 

Two of the patients survived the procedure and 
are well without ascites or esophageal bleeding 24 
and 6 months after surgery, respectively. The latter 
patient demonstrated definite improvement in liver 
function tests. One patient survived 5 months, but 
succumbed as a result of massive esophageal bleeding 
which occurred following a prolonged heavy drinking 
bout. Ascites and edema recurred during the first 
3 postoperative months but at autopsy no ascites 
was present. One patient died 2 months after surgery 
with clinical evidence of acute hepatic failure, but 
no autopsy was done. During the period following 
surgery there was no recurrence of hematemesis, the 
ascites disappeared, and the liver and spleen became 
reduced in size. There was moderate ascites at the 
time of death. One patient expired on the tenth 
postoperative day because of massive liver necrosis, 
and this case was further complicated by chronic 
glomerulonephritis and an acute hemorrhagic gas- 
tritis. A large congenital splenorenal shunt was 
also demonstrated, which may have lowered the 
portal pressure below that necessary for adequate 
portal blood flow to maintain the liver. Two pa- 
tients were operated on during acute hemorrhagic 
episodes, and both succumbed in the immediate 
postoperative period, one from pulmonary edema 
and the other with acute hemorrhage. 

The celiac axis can be approached through the 
gastrohepatic omentum or through the omental 
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bursa after incision of the gastrocolic omentum. Be- 
cause of portal hypertension, the vascularity of the 
mesentery is greatly increased, and since this poses 
a less serious hemostatic problem through the latter 
approach, the gastrocolic approach is recommended 
by the authors. The hepatic and splenic arteries 
alone were ligated in 2 of the cases, including one of 
long survival, and all three major branches of the 
axis were occluded in the others. In 2 cases an 
accessory hepatic artery was demonstrated arising 
from the superior mesenteric artery. One of the 
patients showed an improvement in his condition 
and then expired following an alcoholic bout; the 
other has shown definite improvement for 6 months. 
Portal pressures before and after ligation of the 
arteries, which was done in 5 patients, revealed a 
definite drop in 3 cases and no change in the 2 others. 
The latter findings are possibly explained by the fact 
that both of the patients were operated upon during 
acute hemorrhage with probably lowered systemic 
and also portal pressures so that a change would not 
be noted. 

Ligation is a less formidable procedure than a 
shunting operation, and it is thought that it results 
in an increase rather than a decrease in the volume 
of portal flow through the liver. It is postulated 
that “arterial flow impedes venous flow ... in the 
liver sinusoids” and that ligation will decrease the 
resistance to the portal flow and thus allow more 
blood to reach the parenchymal cells. Also, arterial 
ligation should stimulate the formation of collaterals 
and the production of a new capillary bed in the 
liver. Ligation of the splenic artery would decrease 
the portal flow to a great degree, stimulate the col- 
lateral circulation in the spleen, and, by revascu- 
larization, improve the reservoir function of this 
organ. Ligation of the left gastric artery may reduce 
the bleeding from esophageal varices by decreasing 
the blood flow through the varices and would insure 
the interruption of anomalous hepatic arteries aris- 
ing from this vessel. 

The authors divide the disease process into 2 
stages, the hypertrophic and the atrophic. In the 
latter, the collateral circulation is most extensive 
and “according to Berman, is most auspicious for 
maximum benefits with least risk from ligation of 
the hepatic pedicle.” The authors believe that 
active bleeding, continued jaundice, and a large liver 
are contraindications to this procedure. 

Including this series, 46 cases of arterial ligation 
are cited, among which there were 21 survivals with 
relief from symptoms and an average survival time 
of 14 months. Victor M. BERNHARD, M.D. 


Cholecystitis Glandularis and Diverticula of the 
Gallbladder. E. S. J. Kinc. Brit. J. Surg., 1953, 
41: 156. 

With regard to cholecystitis glandularis and diver- 
ticula of the gallbladder, the author states that con- 
siderable confusion exists regarding the terminology. 
The author describes 2 cases of diverticula of the 
gallbladder. Both patients had a long history of 
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complaints referable to gallbladder disease. In the 
first case, the finding of a normal gallbladder at the 
time of an appendectomy performed 9 years prior to 
cholecystectomy does not support a congenital 
etiology for this condition. Cholecystograms showed 
a bilocular gallbladder in one case, and a well filled 
gallbladder surrounded by peripheral shadows in the 
other. The surgical specimen revealed pockets in 
the thickened wall, containing calculi. Photomicro- 
graphs show the spaces to be lined by epithelium 
from dilated glands. The author proposes that the 
general term “cholecystitis glandularis” be retained 
for this condition. ARTHUR J. Lesser, M.D. 


Ulcerative Tuberculosis of the Gallbladder (Tuber- 
colosi ulcerosa della colecisti). A. Pezzour. Arch. 
ital. mal. app. diger., 1953, 19: 221. 


The author describes a case report of ulcerative 
tuberculosis of the gallbladder in a 42 year old fe- 
male. The infection was believed to have spread by 
way of the biliary tree from the liver which was 
affected by miliary tuberculosis. Three ulcers were 
found in the fundus. The mucosa was not recogniz- 
able. Tubercle bacilli were found in the bile. 

The clinical picture was that of chronic chole- 
cystitis with the roentgenogram showing a non- 
functioning gallbladder. Operative intervention 
was considered when medical management was 
followed by an increase in the severity of symptoms. 
The postoperative course was normal. 

Elfring was able to find only 24 cases in a review 
of the international literature in 1949. The author’s 
case represents the twenty-fifth case reported. 
Twenty-two of the cases occurred in females and 
half of the 22 were in females over 40 years of age. 

Lucian J. Fronput1, M.D. 


The Surgical Treatment of Congenital Anomalies 
of the Bile Ducts. Marti Sutamaa. Acta chir. 
scand., 1953, 106: 95. 


Icteric diseases of the newborn and infants are 
surgically important. A duration of more than 2 
weeks of icterus neonatorum is pathological. It may 
result from erythroblastosis fetalis or from biliary 
cirrhosis. Mechanical obstructive jaundice in chil- 
dren may be due to: (1) atresia of the bile ducts, (2) 
inspissated or sticky bile, (3) choledochus cyst— 
idiopathic dilatation, (4) tumors, or (5) gallstones. 

Ten cases are reported. Of the 7 cases of bile duct 
atresia, which are either extrahepatic or intra- 
hepatic, 6 were intraphepatic and, thus, inoperable; 
1 case was operable as only the lower end of the com- 
mon duct was missing. Inspissated bile may cause 
a plugging of the normal biliary ducts. In such cases, 
irrigation of the ducts may result in a permanent re- 
covery. One such case is reported, in which chole- 
cystogastrostomy was done with resultant cure. 

The cause of idiopathic dilatation of the common 
duct is not clear, but stenosis of the lower end of the 
common duct is probably the causative factor. Two 
such cases are reported, in both of which the patient 
recovered after choledochoduodenostomy. 
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Primary hepatic tumors as a cause of jaundice in 
infancy are rare. They are usually carcinomas. 
Cholelithiasis is also rare. Hemolytic anemia may 
lead to the formation of biliary concretions in small 
children. 

In considering the indications for operation on in- 
fants with jaundice, the differential diagnosis from 
erythroblastosis fetalis, syphilis, and septic infection 
is essential. In infants with jaundice due to mechan- 
ical obstruction, operative exploration may be life- 
saving. SAMUEL Kaun, M.D. 


Operative Cholangiography. An Experience with 
120 Cases (Colangiografia operatéria. Experiéncia 
com 120 casos). JoRGE DopswortH Martins. 
Rev. brasil. gastroenter., 1953, 5: 511. 


Although operative cholangiography is not used 
by many surgeons of great experience, such as Lahey 
and others, the author believes that it is of great 
help in diagnosing stones in the choledochus and 
will avoid unnecessary opening of the latter. 

Such an examination was used by the author in 
120 cases. In 14 cases stones in the choledochus 
were diagnosed by injecting 10 c.c. of nosilan into 
this duct directly with a syringe and needle. In 
12 other cases the choledochus was injected after 
a T-drainage tube was inserted. In 2 more cases 
choledochotomy was performed for stenosis of the 
papilla. 

There was no operative mortality due to the ex- 
amination and the morbidity was not increased. 

In 19 cases choledochotomy was performed be- 
cause anatomoclinical signs, such as those described 
by Lahey (dilated choledochus, icterus), and cho- 
langiography after the introduction of a T-tube 
showed no calculus whatsoever. This shows that 
unnecessary opening of the choledochus can be 
avoided by cholangiography. 

Joao B. Vianna, M.D. 


The Diagnostic Value of Elongation of the Time 
of Closure of the Sphincter of Oddi During 
Minute by Minute Aspiration and the Action 
of Intraduodenal Novocain for the Diagnosis of 
Hypertonicity of the Sphincter of Oddi. (La va- 
leur sémiologique de l’allongement ‘‘due temps de 
Oddi ferme” pendant le tubage minuté, et de l’ac- 
tion de la novocaine intraduodénale, pour le diagnos- 
tic de ’hypertonie du sphincter d’Oddi). B. VARELA- 
FUENTES and J. VARELA-LOPEz. Arch. mal. app. di- 
gest., Par., 1953, 42: 775. 


The authors state that after the introduction of 
oil into the duodenum the sphincter of Oddi is 
closed for 3 to 6 minutes during which no bile is 
obtained from an inlying duodenal tube. Excessive 
prolongation of this time is accompanied by pain. 
Novocain (20 c.c. of 1% solution) introduced into 
the duodenum usually produces an abundant flow 
of bile in 2 to 3 minutes and the relief of pain. 
This is most commonly seen in postcholecystectomy 
patients. 

Sixteen cases were studied and the results com- 
pared with the x-ray manometric studies made’ on 
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the bile duct. Agreement of the two tests on the 
state of tonicity of the sphincter was found in 13 
patients (7 severely hypertonic, 1 moderately hyper- 
tonic, and 5 without hypertonicity). 

Patient histories are reported to illustrate this 
point and are accompanied by charts and x-ray 
studies. Unrelieved or very prolonged closure of 
the sphincter is thought to indicate anatomical 
change. Tuomas C. Dovuctass, M.D. 


Milk and Sugar Sensitivity After Stomach Resec- 
tion (Milch- und Zuckerempfindlichkeit nach 
Magenresektion). HANSGEORG PFISTERER. Langen- 
becks Arch. u. Deut. Zschr. Chir., 1953, 275: 528. 


Disturbances (chilling and restlessness) caused by 
the intake of milk and sugar postoperatively in pa- 
tients who had stomach resections must be differen- 
tiated and singled out from the general complex 
termed “dumping syndrome.” This term should be 
reserved for tremor, sweating, fainting, malaise, and 
other signs of unspecific shock that occur from 10 to 
25 minutes after meals. Osmotic differences in hy- 
pertonic nourishment, the splanchnogenic inclina- 
tion to collapse, orthostatic differences in the circula- 
tion, potassium disturbances, and other factors are 
believed to be the causes of the dumping syndrome. 

The reactions to milk and the various sugars were 
studied in 120 patients who underwent stomach re- 
sections. The preoperative medication consisted of a 
morphine and atropine mixture; the anesthetic was 
evipal plus nitrous oxide and oxygen. None of these 
agents have an appreciable influence on the sugar 
threshold. Adrenalin compounds were avoided for 
obvious reasons. Antrum resection with anticolic 
jejunostomy without enteroenteroanastomosis was 
the procedure throughout. During the operation, 20 
patients received instillations of 50 gm. of liquid 
sterile glucose mixed with 50 gm. of sterile barium 
solution, directly into the stomach stump. Twenty 
other patients received the same mixture into the 
closed duodenal stump. In still another 20 patients, 
this mixture was instilled into the descending je- 
junum loop. The additional barium enabled the in- 
vestigator to obtain information about the fate of the 
sugar solution. A series of 10 patients received 50 
gm. of betalactose into the stomach stump and 10 
others were given 50 gm. of betalactose into the duo- 
denal stump. Forty patients subjected to stomach 
resection were given betalactose in cow’s milk and, 
some time later, cow’s milk enriched with glucose. 
Twenty patients were roentgenographed for study of 
the flow of barium into the afferent jejunal loop. The 
biochemical phenomena are described and the results 
of the blood sugar studies are given. The trauma 
of laparotomy itself increases the blood sugar level. 

The results of the x-ray investigation of the sugar 
deposits in the three localizations of the alimentary 
tract in connection with the blood sugar curves indi- 
cate that in the human being there is a regulated pat- 
tern of behavior; the various sections of the intes- 
tinal tract show “local biological specificity for re- 
sorption of glucose.” 
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Barium remains in the stomach longer than in any 
other place, and the blood sugar rise occurs at a much 
later time (3 to 4 hours). Glucose instilled into the 
duodenum produces the fastest rise in blood sugar 
(30 minutes), with a second peak 2 hours later. 
Barium was found 3 hours later in the descending 
jejunal loop. Glucose instilled into the jejunum did 
not reach its culminative point in the blood until 
after 60 minutes. The intestinal tract resorbs vari- 
ous kinds of sugars at different speeds (selective re- 
sorption of sugar). The resorption of betalactose by 
the duodenum is slower than that of glucose (so 
minutes), and there is absence of a second peak. The 
resorption of betalactose from a descending jejunum 
also occurs quicker (40 minutes) than that of glucose 
and there is a slower decline of the curve (plateau 
formation). Forty patients were fed with 300 gm. of 
hand-warmed cow’s milk with 50 gm. of glucose 16 
days after operation. They all showed the typical 
unwanted symptoms, 18 of them very severely. 
Two to 8 days later the same patients received 200 
gm. of powdered milk (pediatric preparation) and 25 
gm. of betalactose. Thirty-eight were absolutely 
comfortable. In none of the 20 patients intolerant to 
milk and glucose could barium be demonstrated in 
the afferent jejunal loop. 

The author gives the following summary: 

1. Different parts of the alimentary tract have dif- 
ferent capabilities as to the resorption of the various 
kinds of sugars. 

2. There is a disturbance in the resorption of milk, 
sugar, and glucose in the resected stomach. 

3. It is not advisable to put a patient with a re- 
sected stomach on a diabetic diet. 

4. This type of patient does very well on a mixture 
of a special powdered milk and steric isomer beta- 
lactose. In these studies, powdered milk prepara- 
tions called ‘‘Alete-Fruehnahrung” and betalactose, 
called “‘Aletobiose,” were used. Otro Weiss, M.D. 


Acute Pancreatitis. The Fate of the Patient Sur- 
viving One or More Acute Attacks. JoHNn W. 
RAKER and MARSHALL K. Bartietr. N. England 
J. M., 1953, 249: 751. 


The authors present a series of 134 patients with 
acute pancreatitis who were seen at the Massa- 
chusetts General Hospital, Boston, during the period 
between 1946 and 1951. The mortality among those 
who suffered acute attacks was 12 per cent, which is 
considerably lower than that for previous series from 
the same institution. 

Of the 118 patients followed, 42 were given no 
definitive treatment following recovery from the 
acute attack; in 59, cholecystectomy and choledo- 
chostomy were done; in 13 miscellaneous procedures 
(mostly cholecystectomy); in 4 cases the patients 
had had a previous cholecystectomy but the attacks 
continued and they were then treated by choledo- 
chostomy. In 5 of the nontreated group, cholecys- 
tectomy had been performed at some time prior to 
the onset of pancreatitis; in 17 others of this group, 
cholecystograms revealed no abnormality in 11. Of 
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the nontreated patients, 32 were followed 12 months 
or more. Of these, 22 had good results, 4 had mild 
symptoms, and 6 had a recurrence of symptoms. 

Of the 59 patients who were treated by cholecys- 
tectomy and choledochostomy, 51 were followed for 
12 or more months. In 47 the results were classed as 
good, in 2 fair, and in 2 poor. The surgical procedure 
employed usually included ampullary dilatation to 
6-7 mm. and it is of interest that in the 2 cases with 
poor results the patency of the ampulla was not es- 
tablished, so that residual common duct stone can 
not be ruled out. In this group 35 patients had had 5 
or more attacks, and of those followed sufficiently all 
had good results except 2 in whom the results were 
classified as fair. In comparison, the nontreated 
group included 13 patients who had had more than 5 
attacks each. In 6 of these the results were good, in 
2 fair, and in 5 poor. Most of the patients in the 
treated group had stones in the gallbladder or in the 
common duct, or both; however, 9 patients had no 
stones and the results were good in 5, fair in 2, and 
poor in 1, with 1 untraced. Results were uniformly 
good whether or not the preoperative cholecystogram 
revealed any abnormality. 

The miscellaneous procedures included 9g cho- 
lecystectomies with 7 good results, 1 fair and 1 poor 
result. Choledochostomy in 4 previously cho- 
lecystectomized patients was generally successful. 

In the untreated patients, the greater the number 
of attacks the poorer the results seemed to be. Ac- 
cording to the results, it would appear that definitive 
surgery should be directed at the biliary tract. 
Pancreatic calcification was noted only in the non- 
treated cases, which might indicate that surgery is 
effective when the disease is attacked early. 

In 22 of the surgically treated cases, operation was 
performed within 2 weeks of the acute attack with- 
out any ill effects. 

Adequate biliary tract surgery, nevertheless, ap- 
peared to fail in a small number of patients, and 
these patients may well progress on to chronic 
disease. Victor M. BERNHARD, M.D. 


Relief of Pain in Chronic Pancreatitis by Sympa- 
thectomy. D. M. Morrissey. Brit. J. Surg., 
1953, 41: 189. 


The author reports 2 cases of chronic pancreatitis, 
in 1 of which pancreatic calcification was present. 
Both of these patients were relieved of pain following 
unilateral lower dorsal sympathectomy and splanch- 
nicectomy. 

In the absence of biliary or pancreatic duct ob- 
struction, sympathectomy may be suitable for 
treatment of widespread pancreatic calcification, 
and for the control of severe pain caused by recurring 
attacks of pancreatitis. Adverse conditions following 
sympathectomy are the induction of postural hypo- 
tension, and the masking of other disease processes 
by the loss of visceral sensation. 

In favor of sympathectomy, as compared with 
pancreatic resection, are simplicity of performance, 
negligible risk, and preservation of pancreatic 
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function. Sympathectomy is not curative and 
should be undertaken only after a laparotomy has 
allowed full inspection and, if necessary, biopsy of 
the pancreatic lesion. 

Recurrence of pain following sympathectomy may 
be due to regeneration, symptoms arising in the 
biliary system, or to peritoneal and retroperitoneal 
involvement with pain impulses traveling by way of 
somatic nerves. S. Ltoyp TEeITELMAN, M.D. 


Hyperinsulinism of the Islands of Langerhans 
(Ueber die Einwirkung des Hyperinsulinismus auf 
die Langerhansschen Inseln). Wo.trcanc-HELMUT 
BECKER. Langenbecks Arch. u. Deut. Zschr. Chir., 
1953, 275: 337- 

It has been noted that in patients who have an 
active adenoma of the islands of Langerhans there is 


a general hyperplasia and hypertrophy of the cells — 


within the islands of Langerhans which are not 
affected by the tumor. According to the author, it is 
unknown whether this increase in cells in the island 
system of the pancreas is etiologic for the adenoma 
or is the result of the adenoma. Several workers 
have reported that it is their impression that the hy- 
pertrophy of the islands of Langerhans is the first 
stage of the production of adenoma of this organ. A 
similar increase in the cells has also been noted in 
certain cases of chronic pancreatitis. 

The authors carried out a series of experiments 
upon guinea pigs. Insulin was given parenterally 
over a period of time. Autopsies showed definite hy- 
perplasia of the cells of the islands of Langerhans. 
The authors therefore conclude that the hyperplasia 


and hypertrophy of the cells of the islands of Langer- 
hans in the pancreas are the results of the increased 
insulin production within the substance of the island 


tumor. Wittiam C. Breck, M.D. 

Surgical Treatment of True Pancreatic Cysts (Con- 
tributo alla terapia chirurgica delle cisti vere pan- 
creatiche e considerazioni etiopatogenetiche e cli- 
niche). Paoto Zopoxtt and GrorGio CATTELANI. 
Arch. ital. mal. app. diger., 1953, 19: 235. 


The author reviews the subject of pancreatic cysts 
and then discusses the management of 2 cases. 

The first patient, a 39 year old male, was found to 
have a large cyst (3 liters) in the region of the head of 
the pancreas. A partial resection of the wall was 
carried out and then the remainder was marsupi- 
alized. Drainage ceased after 32 days. In the second 
patient, a 46 year old male, the cyst contained 3,800 
c.c. and was located in the region between the body 
and tail of the pancreas. The same operative treat- 
ment was carried out and drainage ceased after 18 
days. Follow up studies 12 years and 2 years later, 
respectively, showed no evidence of recurrence in 
these patients. 

The author prefers this type of treatment to in- 
ternal drainage even though the cysts were of the 
true variety, one being lined by cuboidal, and the 
other by cylindrical epithelium. He advocates 
partial resection in order to shorten the fistulous 
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tract and also that it may be more easily treated 

first with fibrinolytic enzymes (streptokinase and 

streptodornase), and later with sclerosing agents. 
Lucian J. Fronput1, M.D. 


Congenital Absence of the Spleen. Josepnu D. 
BoccGs and W1tt1AM REEp. Q. Bull. Northwest. Univ. 
M. School, 1953, 27: 289. 


The authors present 2 cases of congenital absence 
of the spleen, in which similar pathologic findings 
were present. The first case was that of a white 
female infant with cyanotic heart disease diagnosed 
preoperatively as pulmonic stenosis and verified at 
autopsy. The second was that of another white 
female who had had respiratory difficulty since 
birth; multiple congenital defects of the heart and 
great vessels were found at autopsy. The predomi- 
nant lesion was pulmonary stenosis. 

The authors discuss the association of the genesis 
of the spleen and concomitant embryological devel- 
opment of the heart and great vessels. The spleen 
develops at 5 weeks in the dorsal mesogastrium. 
Also, at this time there is incomplete separation of 
the heart into two chambers. Congenital absence of 
the spleen has been associated with other congenital 
defects, viz., (1) splenic agenesis, (2) persistent atrio- 
ventricularis communis, (3) partial situs inversus, 
(4) accessory lobe of the left lung, and (5) abnormal 
mesenteric attachments. The authors feel justified 
in adding a sixth concomitant in view of their 
autopsy findings in these 2 cases, viz., pulmonary 
stenosis or atresia. 

Splenic agenesis may occur without association 
with other anomalies. Polhemus reported 12 cases 
in which the spleen was absent in adults who had 
only a few associated anomalies. Splenic extirpa- 
tion may be accomplished with a reasonable mor- 
tality in adults; however, infants do not tolerate 
splenectomy as well. Following splenectomy there 
is a transient panhematocytosis. It is not suggested 
that the absence of the spleen in these cases had any 
effect on the progress of the primary disease. 

RicHarp L. Lawton, M.D. 


MISCELLANEOUS 


The Diagnosis of Retroperitoneal Tumors. CHEs- 
TER C. Guy and WALTER A. WicHowskI. J. Am. 
Geriat. Soc., 1953, I: 701. 


Retroperitoneal tumors are being reported more 
frequently. The authors present a resume of the 
varieties of tumors, their pathologic significance, and 
aids in diagnosis. In the past the tumors in the 
retroperitoneal space were usually considered be- 
nign; however, present day thought places most of 
them in the malignant category. The division be- 
tween the benign and malignant tumors is often 
equivocal. 

Retroperitoneal cysts are frequent in females, 
They are benign and occur on the left side most fre- 
quently. Teratomas are more frequent on the left 
side, and about 10 per cent are malignant. Lipoma 
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is a benign tumor; it is more common in females, 
may be associated with cutaneous lipomatosis, and 
tends to recur if incompletely removed. Some 
authors believe that liposarcomas may develop from 
benign lipomas. ‘The chemical composition of 
tissue from lipomas and liposarcomas is not signifi- 
cantly different. 

Fibromas and leiomyomas will recur if incom- 
pletely removed. The recurrence may be sarcoma- 
tous. A majority of leiomyomas will prove to be 
malignant. 

Of the frankly malignant tumors, lymphosarcomas 
and fibrosarcomas are the most common. These 
neoplasms invade locally and metastasize to the 
liver and lungs most commonly. 

Neuroblastomas usually arise from the adrenal 
medulla. Calcification may be present, and nearly 
all patients with these lesions were under 15 years 
of age. Carcinoma of the pancreas is a not uncom- 
mon neoplasm in older age groups. Symptoms of 
pain in the back, indigestion, and weight loss should 
suggest this tumor. The symptomatology and prog- 
nosis depend on the location of the tumor in the 
pancreas. The lesions in the body or tail of the 


gland may metastasize widely before becoming man- 
ifest. X-ray examination may be of help when the 
neoplasm is in the head of the pancreas and leaves 
pressure markings on the concavity of the duodenum. 

Pancreatic pseudocysts may follow upon repeated 
attacks of pancreatitis or trauma to the abdomen. 
Neoplasms of the kidney should be suspected when 
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symptoms of loin pain, mass, and hematurias are 
present. Adrenal tumors may be confused with 
kidney tumors. 

Diagnosis is based on the visualization of dis- 
placement of organs by the retroperitoneal mass. 
X-ray examination with gastrointestinal contrast 
media can be most helpful in localizing retroperi- 
toneal masses. The symptomatology is usually a 
reflection of pressure on the organs or nerves. The 
rather abrupt development of varicocele, hemor- 
rhoids, temperature changes in the lower extremities, 
and neuralgic pains in the legs may be present with 
retroperitoneal masses. Neoplasms in the retroperi- 
toneal space may grow to large size before notice is 
given them. Pain is present in nearly all and a mass 
is always present. The average duration of the 
symptoms was 2.5 years. The poorest prognosis is 
offered by patients with the shortest history. Intra- 
venous pyelography may show displacement of the 
ureters and give appraisal of kidney function. Retro- 
peritoneal insufflation of air is not advised; however, 
presacral insufflation is utilized to obtain retroperi- 
toneal contrast. Aortography alone or combined 
with air is another diagnostic aid. Contrast media in 
the aorta outlines the relation of the major abdo- 
minal vessels. 

In the differential diagnosis many intra-abdominal 
masses must be excluded. The proper treatment is 
surgical removal, if possible. The tumors that can- 
not be extirpated may be radiosensitive. 

Ricuarp L. Lawton, M.D. 
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Recent Trends in the Management of Tuberculosis 
of the Cervix. Harry Serep, FREDERICK H. 
FALts, and Bruce P. Zummo. J. Internat. Coll. 
Surgeons, 1953, 20: 409. 

The cervix is one of the more uncommon sites of 
localization of tuberculous disease in the female 
genital tract. Although cervical tuberculosis is 
usually of secondary origin, cases of primary origin 
have been reported. The incidence of cervical 
tuberculosis is 16 per cent of all gynecological tuber- 
culosis. In this series, bloody discharge was the 
most frequent initial clinical manifestation. 

The condition must be differentiated from chronic 
cervicitis, cervical erosion, and carcinoma of the 
cervix. Cervical biopsy, cultures, smears, and guinea 
pig inoculation can be used for this purpose. When 
streptomycin is used endometrial and cervical biop- 
sies can be repeatedly done without fear of initiating 
miliary spread of the disease. One hundred and 
twenty days of streptomycin therapy, preferably 
given with para-aminosalicylic acid, will usually 
result in a marked degree of improvement. In 7 out 
of 9 instances in the authors’ series the gross appear- 
ance of the cervix was restored to normal. One 


patient signed herself out before therapy was com- 
pleted. Another patient was operated upon before 
antibiotic therapy could be initiated. During the 


past year INH has been added to the authors’ 
armamentarium. 

In most cases, a total hysterectomy and at least 
a bilateral salpingo-oophorectomy should be done. 
The surgical management of the ovaries is predomi- 
nantly dependent on whether obvious or potential 
involvement of the ovary is present. Those to be 
left in situ should be bisected and carefully studied. 
If the adnexa are considered to be free of tuber- 
culosis, or only minimally involved at the comple- 
tion of drug therapy, it is suggested that the pa- 
tient should not be operated upon, provided the 
cervix appears normal and biopsy and culture studies 
give negative results. 

As with tuberculosis elsewhere in the body, careful 
examination uncovers many lesions of tuberculous 
cervicitis that would otherwise go undiagnosed. 

Joun R. Wotrr, M.D. 


Lateropelvic Lymph Node Extension of Cancer of 
the Uterine Cervix. Its Surgical and Palliative 
Treatment for Relief of Pain (L’évolution 
ganglionnaire latéro-pelvienne des cancers du col 
utérin. Leur traitement chirurgical, palliatif de la 
—— P. Movutoncuet. J. chir., Par., 1953, 

9: 717. 


Cancer of the uterine cervix spreads either toward 
the adjoining viscera or toward the lymph glands in 
the lateral portions of the pelvis. With the progress 


of local therapy, the first mode of spread is becoming 
less frequent, while the second type often escapes the 
effect of radiation. Edema of the corresponding 
lower extremity may appear in spite of the fact that 
bimanual examination fails to demonstrate any tu- 
mefaction within the pelvis. Urography may show 
dilatation of the ureter and congestion of the renal 
pelvis. Pain on the anterior or lateral aspect of the 
affected limb soon follows elephantiasis. Later on, 
progressive flexion of the hip caused by invasion of 
the psoas muscle makes its appearance. The can- 
cerous tissue which envelops the external iliac artery 
does not invade any vital organs except the corre- 
sponding ureter. 

Theoretically, only an interilioabdominal amputa- 
tion is able to relieve the painful syndrome. How- 
ever, very few patients would be willing to submit to 
such a mutilating procedure as the hind quarter 
operation. Therefore, the author developed the fol- 
lowing intervention which aims to relieve pain. The 
drawback of the operation lies in the profuse hemor- 
rhage from veins which lie at the level of the internal 
obturator and levator ani muscles and empty into 
the hypogastric vein. Hemostasis can be accom- 
plished only by pressure, not by ligation. 

The operation is suitable only for unilateral le- 
sions with a normal contralateral kidney. Latero- 
pelvic curettage or exeresis of the cancerous lesion 
is accomplished through a pararectal incision. If 
necessary, the ureter, and the external iliac vein and 
artery, or the hypogastric artery are sacrificed. The 
vesical, uterine, and vaginal veins are ligated in the 
course of dissection. It may be necessary to resect 
a portion of the psoas muscle. After the local appli- 
cation of antibiotics in powder form the peritoneal 
cavity is closed without drainage. Although ligation 
of the external iliac artery is considered dangerous, 
no impairment of the circulation in the correspond- 
ing leg followed such a procedure in 2 cases. 

The author’s operation, performed by him on 7 
patients, provides immediate relief of pain. The 
duration of palliation is variable, but intervention 
is believed justifiable. Josepu K. Narat, M.D. 


Cancer in Situ of the Portio Uterina (Sul cancro in 
situ della portio uterina). W. INGuILLA and E 
OciER. Riv. ostet. gin., 1953, 8: 453- 


This material, consisting of 66 cases, originated in 
the Memorial Hospital of New York. It includes 
case histories from the period prior to 1947—the 
year that Brunschwig entered upon his staff duties 
at this institution—and the period subsequent to 
this date. With the entry of this surgeon on the 
staff, the treatment of cancer in situ has seemed to 
assume a more radical aspect. The authors state 
that this is not intended as a criticism of the insti- 
tution; the work of this surgeon is always a leading 
element in the battle against cancer. 
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In the material antecedent to 1947, 11 trachelo- 
tomies were done, all in young individuals in whom 
a very radical procedure would seem to be more or 
less of a misfortune. Since 1947, the operations in- 
clude 40 total hysterectomies and 1 Wertheim oper- 
ation. The New York institution has been inclined 
to consider simple total hysterectomy sufficient to 
effect a cure in most of these instances. In 6 in- 
stances, dissection of the lymph nodes was decided 
upon after opening of the abdomen; this did not 
proceed as far as the true Wertheim procedure. 

Of principal interest are 2 cases diagnosed as 
intraepithelial carcinoma, in which (in the absence 
of any treatment) subsequent biopsies failed to dis- 
close any pathologic condition in the cervix. In the 
authors’ opinion this finding may represent a spon- 
taneous regression of the lesion, or it may possibly 
indicate that the entire area of cellular abnormality 
was removed at the first biopsy. This circumstance 
might explain the cures which have been reported 
from treatments such as conization. Whatever the 
explanation, it is the responsibility of the surgeon to 
decide upon the type of operation to be carried out. 
It seems probable that the more radical tendencies 
in treatment now observed at the Memorial Hospi- 
tal are more or less influenced by the reports of Te 
Linde who found, in 72 of 103 cases of intraepithelial 
carcinoma, that the in situ lesion merely served as 
an impetus for further study of the patient with the 
discovery of the concomitant true infiltrating cancer. 

Nevertheless, it would seem incumbent upon the 
surgeon to use the utmost discretion in the youthful 
patient, and in patients in whom adequate cytologi- 
cal, cariological, and biopsy study more or less con- 
firms the absence of other more dangerous lesions. 
In older subjects, of course, the question of radical 
treatment versus conservatism is not so immediate. 
In any event, the question as to whether or not the 
regional lymphatic chains are to be removed may 
be more easily answered by preoperative histologic 
control after opening the abdomen. 

All in all, however, the criteria here being devel- 
oped cannot be otherwise than favorable in the 
matter of prognosis, a matter which is ever being 
confirmed by the statistical material dealing with 
this problem. It is obvious that no matter how the 
biologic and other propensities of these so-called pre- 
cancerous lesions will eventually come to be regarded, 
the work being done now represents a noteworthy 
advance in our efforts at arriving at an early 
diagnosis of cancer of the uterine cervix. 

Joun W. Brennan, M.D. 


The Effect of Excessive Doses of Diethylstilbestrol 
on Carcinoma of the Cervix. H. E. Nrepurcs. 
Obst. Gyn., 1953, 2: 213. 


It has never been definitely proved that estrogen 
produces more than squamous metaplasia in mon- 
keys and cervical carcinoma in mice in other than 
the CBS strain or its crossings. While increased 
estrogen excretion in the urine of patients with 
cervical cancer could not be confirmed, the estrogen 
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stimulation to the cervix appears to be decreased in 
these conditions. 

With these findings in mind, the author placed 23 
patients on large doses of diethylstilbestrol (orally, 
200 to 500 mgm. and ina few cases given in supposi- 
tories, 25 to 100 mgm. daily). There were (a) 
6 patients with League of Nations stage III or IV, 
untreated, (b) 7 in stage III or IV with previous 
unsuccessful radiation or recurrence after it (2 
cases), (c) 3 patients with stage I or II, and (d) 
7 cases of untreated carcinoma in situ. All of the 
patients in group a, 6 in group b, and 1 in groupe 
were in the menopause. 

The initial daily dose of stilbestrol was 300 mgm. 
daily in all but 4 cases and the dose was usually in- 
creased at intervals of about 10 weeks. With the 
addition of suppositories and possibly with concur- 
rent radiation, the daily oral dosage could be ap- 
preciably reduced in a few cases. Most of the pa- 
tients were kept on this therapy for 16 to 33 weeks, 
1 as long as 70 weeks, without uncontrollable side 
effects. 

Under this treatment the following effects were 
noted: 

In cases of advanced carcinoma with profuse 
bleeding, powerful hemostasis occurred during the 
first few weeks and appeared more.rapidly in un- 
treated cases. The gross appearance of the tumor 
changed rapidly because of marked epithelization. 
Minor local infections disappeared, while patients 
with massive tissue necroses and purulent infections 
seemed to escape the effect of stilbestrol, especially 
after radiation therapy. A reduction in the size of 
the tumors could not be ascertained, but no increase 
in tumor size occurred in any of the patients. 

Microscopically, keratinization of normal epithe- 
lium and of the cancer cells was noted in many 
instances. In cases of a reserve cell type of carcinoma 
these markedly proliferative cells appeared to be 
transformed into squamous epithelial cells. In the 
exfoliated cells typical changes of pyknosis were ob- 
served; the invasive cells were replaced by the pre- 
invasive type and tended to disappear altogether 
after several weeks of treatment. With repeated 
biopsies in 5 of 7 cases of carcinoma in situ, no re- 
mains of carcinoma could be discovered following 
stilbestrol therapy, but these results appeared very 
doubtful because of different factors. Very illustra- 
tive photomicrographs accompany the text. 

From hormone level assays, and betaglycuroni- 
dase and electrolyte studies no definite conclusions 
could be made. The author believes that diethyl- 
stilbestrol in excessive doses is a powerful palliative, 
although not a curative agent, in incurable cancer, 
leading to hemostasis, epithelization, and an in- 
creased sense of well-being. W. D. Bercman, M.D. 


Sarcoma of the Uterus; 53 Personal Observations 
(Il sarcoma dell’utero; 53 osservazioni personali). 
CARLO PAGANI. Ann. ostet. gin., 1953, 75: 471. 


Fifty-three personal observations of this rare type 
of tumor of the uterus were collected from the rec- 





GYNECOLOGY 


ords of the Department of Obstetrics and Gynecol- 
ogy at the University of Milano, Italy. However, in 
regarding the ultimate results obtained the material 
was reduced to 41 patients with adequate micro- 
scopic and clinical observations extending over a 
period of 5 years after the initiation of treatment. 
These patients were seen in the period between 
January 1, 1927 and December 21, 1951. The re- 
ported material consulted is compendious but in- 
cludes an adequate consideration of the material 
originating in the Americas. 

The author emphasized the difficulties of diag- 
nosis, particularly in the instances of sarcomatous 
degeneration of the fibroid nodule. However, it is 
just to this form of tumor that he ascribes the rather 
good results when the tumor arose prior to the 
period of the menopause, the fibroid being particu- 
larly common in this relatively youthful period of 
the woman. Nevertheless, the author does not go 
so far as to recommend the removal of all fibroids 
(especially the combining of fibroidectomy with 
hysterectomy) as a prophylactic measure. 

In fact, the author is not convinced, either from 
the study of his own material or from his review 
of the literature, that the extent of the operative 
procedure has any decisive influence on the ultimate 
results procured; other factors, particularly the dif- 
fusive capacity of the tumor itself, are of greater 
significance by far. Also, the relatively better re- 
sults in the younger woman is in part ascribed to 
the greater prevalence in the younger woman of the 
myoblastoma type of sarcoma, which is frequently 
encountered in the instances of sarcomatous degen- 
eration of the uterine fibroid. 

The relative paucity of the author’s material pre- 
vents his taking any decisive stand as to whether 
the best results with regard to ultimate survival are 
to be expected from surgery alone, actinotherapy 
alone, or a combination of the two. However, it is 
his personal opinion—and he finds support for his 
opinion in the literature—that a combination of the 
two methods is to be selected when possible. 

No decisive relationship was observed between 
the radiosensitivity of the tumor and the percentage 
of 5 year survivals; however, a difference was noted 
when shorter and longer periods elapsed between 
the initiation of symptoms and the initiation of 
treatment. The shorter periods would seem to offer 
a poorer prognosis, and as a consequence it is con- 
cluded that the counting of the number of mitoses 
per unit of tumor tissue might prove of prognostic 
value if done on a sufficiently extensive material. 
Nevertheless, in the author’s own material the dif- 
ference was not great: of 25 patients who did not 
survive the 5 year period after treatment, 44 per 
cent had had symptoms prior to treatment, of not 
longer than 2 months, while 56 per cent had had 
symptoms for from 3 months to 2 years. 

In treatment, the amount of diffusion of the neo- 
plasm is, of course, by far the most important factor 
in the survival of the patient. It would be absurd 
to deny the advantages of the more radical surgical 
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procedure in this regard. It would be equally absurd 
to form any decisive conclusion based on the scanty 
material at the disposal of the author with regard to 
this matter. This is true especially when consider- 
ing the relatively favorable results in the author’s 
material with subtotal hysterectomy (after panhys- 
terectomy plus adequate postoperative actinother- 
apy with so per cent survivals and after subtotal 
hysterectomy plus adequate postoperative actino- 
therapy with 60 per cent survivals), which might be 
ascribed to the relatively large number of sarcoma- 
tously degenerated fibroids which were subjected 
to this less radical procedure. The definitive results 
in the author’s personal material seemed to be in- 
dependent of the application or of the absence of 
metasurgical actinotherapy. 

The definitive results to be expected from the 
application of surgical or of antinic methods seemed 
to be reciprocally integrated in the sense that the 
radium-roentgen-therapy is the method of choice 
for the surgically inoperable conditions, either as the 
definitive procedure or as a preoperative measure. 
This theory is supported by the reports in the lit- 
erature, which state that neoplasms under the in- 
fluence of radium or of the roentgen rays have 
undergone startling regressions in size. In fact, in 
1 of the author’s patients a cervical reticulosarcoma, 
the size of an orange and occupying almost the en- 
tire vagina and invading the broad ligaments to the 
point where the process had almost come in contact 
with the bony pelvis, has practically disappeared 
under the impetus of the Coutard method of roent- 
gen therapy (25 sessions) integrated with the appli- 
cation of two cycles of radium treatment. The 
cervix now appears to be sclerotic but freely mobile, 
with a discrete mobility of the corpus. This case 
emphasizes the fact that actinotherapy may indeed 
render a previously inoperable condition accessible 
to surgery. Thus, the author believes that actino- 
therapy may prevent, or at least delay, recurrence 
in certain instances. Joun W. BRENNAN, M.D. 


MISCELLANEOUS 


Concomitant Malformations. Ratpru B. Wootr and 
WILLARD M. ALLEN. Obst. Gyn., 1953, 2: 236. 


Developmental defects of the female genital tract 
are relatively frequent and appear to be present in 
somewhere around 1 of 500 to 600 gynecological pa- 
tients. They become clinically important in compli- 
cations and at the time of menarche, marriage, preg- 
nancy, and in sterility problems. Internal congenital 
abnormalities should be suspected with bizarre find- 
ings and extraordinary pelvic situations. In the light 
of a historic review, stress is laid on the frequent, but 
often overlooked coexistence with urologic disorders 
and other congenital anomalies, e.g., rectoanal and 
lumbosacral defects. A complete examination of the 
whole genitourinary system, including pyelography 
in all these cases, is absolutely necessary. 

In this article 35 cases are presented and illustrated 
with simple sketches to avoid the pitfalls of still con- 
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fused nomenclature. They are arbitrarily divided 
into 7 groups: 

1. Uterus unicornis 

2. Rudimentary, or imperforate, development of 1 
horn 

3. Bilateral development of horns and vaginas 
with 1 imperforate vagina 

4. Bilateral horns with single or double vaginas 

5. Absence of uterus with vagina present 

6. Absence of uterus and vagina 

7. Bilateral development of the uterus with 
“cloaca.” 

A few of the excellently summarized cases are of 
exceptional interest and should be mentioned. 

The woman in case 5 (group 2) carried 4 pregnan- 
cies to term without difficulties, but two therapeutic 
interruptions were necessary because of mental 
disturbance. In case 6 (group 2) a severe perineal 
defect was associated with eversion of the rectal 
mucosa. After surgical reconstruction a living infant 
was delivered by section. In case 7 (group 2) a still- 
born baby was delivered by section from the rudi- 
mentary horn. The following pregnancy resulted in 
a normal baby delivered vaginally from the well- 
developed horn. Case 9 (group 2) was most unusual 
in that there was either a duplication or a diver- 
ticulum of the rudimentary horn. In all of the cases 
in group 3 hematocolpos developed in the obstructed 
vagina after the menopause and led to reservoirs of 
infection and “pelvic abscesses.”’ Case 15 (group 3) 
showed a communication between the two cervices 
so that retention was partially relieved. 

In case 19 (group 4) the vaginal septum had to be 
excised before delivery from below was possible. In 
case 23 (group 4) complete duplication above the 
cervix led to a mistaken diagnosis of ectopic preg- 
nancy. In group 5 the urologic tracts were normal 
and it was presumed that no rudimentary uterine 
structures were existent; the ovaries were present 
and accounted for various stages of sexual develop- 
ment. 

An unusual case was No. 28 (group 4) in which 
the patient survived 5.5 weeks without kidneys while 
the bladder and gonads were normal. Two of the 4 
cases of congenital absence of the vagina (group 4) 
showed urologic involvement. The 3 cases of group 
7 presented failure of separation of the embryonic 
cloaca into urinary, fecal, and reproductive tracts. 
In case 35 (group 7) the bladder and rectum were 
common with a double reproductive tract opening 
separately through two vaginas situated laterally to 
the cloaca. 

It is apparent from these cases that the majority 
of the types of faulty reproductive tracts occasionally 
seen in women resemble the different stages of evolu- 
tion encountered in the lower mammals. However, 
this does not explain why urinary abnormalities are 
so frequently associated with these conditions. In all 
cases of one imperfectly developed muellerian duct 
(groups 1 to 3), except 2 in which the kidney was dis- 
placed into the pelvis and in 35 per cent of all the 
other groups, the kidney was absent on the defective 
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side. Gruenwald (1938) presented experimental evi- 
dence that an intact mesonephric duct is necessary 
for the normal fusion of the metanephric and muel- 
lerian systems, and the embryological development 
is discussed with that in mind. 

In a review of the clinical features a few points are 
stressed: possible bleeding from one horn with an 
intact pregnancy in the other, transperitoneal migra- 
tion of the spermatozoa to the imperforate rudimen- 
tary horn, the higher incidence of abortions, uncom- 
mon presentations—more than 50 per cent breech 
presentations in this series, complications of pla- 
cental attachment, the diagnostic sign of excentric 
location of the cervix in uterus unicornis with other- 
wise frequent uncertain findings on pelvic examina- 
tion, and the diagnostic importance of hystero- 
salpingography. Colaco’s (1949) highly interesting 
case of 2 independent pregnancies in the two horns, 
delivered 3 weeks apart, is cited again with a view 
to the possibility of superfetation. 

Therapeutically, no general rules can be laid down 
since no single group of surgeons can accumulate 
sufficient experience. When a complete work-up is 
achieved, surgery of sacrificial proportions can nearly 
always be replaced by conservative procedures. The 
authors believe that elective surgery in these dis- 
orders is scarcely ever justified, but sterilization 
might be necessary if abnormal pregnancies con- 
stantly jeopardize the patient’s life. 

W. D. Bercman, M.D. 


Hormone Allergy in Women (Le allergosi ormoniche 
nella donna). CLARICE DO AMARAL FERREIRA. Arch. 
ostet. gin., 1953, 58: 185. 


The author distinguishes two classes of genital 
allergies: those due to general allergens and those 
secondary to hormonal allergens. 

Hormones may at times act as true allergens, 
especially since quantitative variations continuously 
occur in their production. Clinical manifestations 
consist of hemicrania, asthma, coryza, and disturb- 
ances of the autonomic nervous system. These occur 
on specific days during the menstrual cycle. The 
diagnosis is established by intradermal injections of 
pituitary gonadotrophin, estrogens, or progesterone. 
Gonadotrophins are used in the first phase of the 
cycle, estrogens in the first phase and just prior to 
menstruation, and progesterone in the last days of 
the cycle. Therapy consists of desensitization by 
intradermal injection of progressively larger doses 
of the hormones that have produced a reaction. 

The author presents brief clinical histories of 8 
patients treated with satisfactory results. 

Maovrice GALANTE, M.D. 


The Failure of Therapy in the Management of 
Infertility. Tom Barns, H. CAMPBELL, and LINTON 
SnaitH. J. Obst. Gyn. Brit. Empire, 1953, 60: 670. 


About 3,000 patients attended the Infertility 
Clinic at the Newcastle General Hospital between 
1943 and 1952, and it was possible to isolate 1,208 
of these who were complaining of primary infertility 
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at the first attendance, and concerning whom ade- 
quate information was available. Where the final 
result was not known, since the patient had ceased 
to attend the clinic, a questionnaire was sent to each 
patient with the inquiry as to whether or not they 
had had a child. Two hundred and seventy-one 
(34%) patients failed to reply to this questionnaire, 
and were lost to the survey. Of all the patients 
studied, 255 were known to have had a pregnancy 
(21 per cent of the total) or 27 per cent of those re- 
maining after exclusion of 271 who were lost to the 
survey. 

A group of 567 were isolated who had been follow- 
ed for at least 2 years; 156 (28%) of these became 
pregnant within 2 years. There was no difference in 
pregnancy rates between those who had received 
some form of treatment and those who had not, even 
after making allowance for differences in duration of 
infertility between these groups. Between 20 and 34 
vears of age, actual age appears to be of slight im- 
portance in prognosis. The duration of the infertility 
was the major factor influencing the probability of a 
future pregnancy. 

Data from the 1 per cent sample of the 1951 census 
are considered, so as to get estimates of the proba- 
bility of conception after a given duration of mar- 
triage, and these estimates closely correspond with 
those obtained from the study of those women who 
attended an infertility clinic, whether or not they re- 
ceived treatment. The value of the Infertility Clinic 
for therapeutic purposes appears to be slight. It is 
therefore recommended that all investigations be 
carried out at one session, wherever possible, to dis- 
cover any possible pathological condition, and if such 
condition is not present, then advice and prognosis 
can be offered, based upon a table worked out by the 
authors. 

Disappointing results are to be expected in the 
treatment of infertility. The degree of therapeutic 
failure demonstrated in this report, however, is not 
generally realized. Statistical analysis of the results 
of work of this kind does not lend itself to the demon- 
stration of individual cases in which therapeutic 
success had been achieved. Critical analysis does, 
nevertheless, show that the number of these indi- 
vidual successes must be exceedingly small. 

The question which has been raised by these find- 
ings is whether the methods of investigation and 
treatment of infertility in current use justify them- 
selves. Repeated attendance in the out-patient de- 
partment, the occupancy of beds and the consump- 
tion of time, both of patients and of medical staff, 
expensive prescribing, and the fostering in the patient 
of a feeling of obligation to persist with time-con- 
suming and profitless treatments seem a wasteful 
policy in which both patients and medical attendant 
appear misinformed as to the chances of ultimate 
success. 

Techniques of investigation and treatment re- 
main crude and mechanical beside the delicacy of 
the mechanisms of conception and the numerous 
factors upon which these processes depend. Never- 


theless the detection of certain specific conditions 
such as azoospermia, tubal blockade, and pelvic 
tuberculosis has a definite negative prognostic 
value. These investigations may also bring to light 
coincident pelvic conditions which require treatment, 
of which infertility may have been the major pre- 
senting symptom. It is suggested, therefore, that 
until a significant advance can be claimed in the 
treatment of this condition, the infertile couple 
would benefit more from a short investigation com- 
pleted during the course of one or two outpatient 
visits, carried out in order to exclude the existence 
of an absolute barrier to conception. A positive find- 
ing would clarify the patient’s position with regard 
to adoption; and a clearly defined condition such as 
a rigid hymen or coincident pelvic disease could re- 
ceive appropriate attention; and in the event of a 
negative finding the patient could be informed of her 
chances of ultimate success, for which a table worked 
out by the authors might be used as a rough guide. 
CuHaArRLEs Baron, M.D. 


Contribution to the Study of Urinary Incontinence 
(Contributo allo studio dell’incontinenza urinaria). 
ARTURO GIAROLA. Amn. ostet. gin., 1953, 75: 344. 


At the Clinica Ostetrica e Ginecologica in Milano, 
Italy, in the period from 1926 to 1951, 141 patients 
with vesicourethral incontinence were treated by 
surgical methods. Of these 141 patients, 71 were 
operated on by the technique of Santi, 8 by that of 
Alfieri (a modification of the urethral advancement 
method of Santi), 18 by the method of Mac Gaw- 
Douglas-Bonney, 9 by the method of Dudley, and 34 
by the technique of Kennedy. In 126 of the patients, 
the incontinence could be classified as partial and 
intermittent (stress incontinence of the American 
authors); 10 cases were instances of a relative total 
continuous incontinence and 5 were of an absolute, 
total, continuous incontinence. 

In the entire material of 141 patients, favorable 
results were procured by surgery in 79.78 per cent; 
55.06% were complete cures and in 24.72 per cent 
improvement in the condition was obtained. 

Among the 71 patients treated by the method of 
Santi, favorable results were obtained in 63.63 per 
cent; 38.63 per cent were complete cures and im- 
provement in the condition was obtained in 25 per 
cent. Of the patients treated by the Alfieri modifica- 
tion of the Santi technique, only 5 could be traced. 
Of these, 3 were cured and 2 were benefited, the 
favorable results amounting to 100 per cent. Favor- 
able results were also obtained in 100 per cent of the 
patients treated by the method of Kennedy; 73.69 
per cent were completely cured and 26.32 per cent 
were benefited. Finally, with the method of Mac 
Gaw-Douglas-Bonney favorable results were obtained 
in 93.33 per cent, 73.33 per cent of the patients 
being completely cured and 20 per cent being bene- 
fited. 

With the so-called “sling” methods of Aldridge, 
Studdiford, Read, and Millin, final evaluation is not 


‘attempted; however, preliminary impressions have 
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been so favorable that further work with these 
methods of suspension of the vesical neck is recom- 
mended, and comparisons with the previous methods 
are suggested. Joun W. Brennan, M.D. 


So-Called ‘‘Disease of the Bladder Neck”’ in Women 
(La cosi’ detta “‘malattia del collo vescicale” nella 
donna). Paoto Capacci. Urologia, Treviso, 1953, 
20: 245. 

Urinary retention may occasionally be observed in 
the female. It is a syndrome that has been neglected 
in the urological literature, only 150 cases being 
reported to date. The author reports 8 additional 
personal observations. 

Two important etiological factors are discussed, 
the inflammatory and the congenital. Inflammatory 
factors are probably the most important. Infections 
of the urethra, rectum, upper vagina, lower uterus, 
and parametrium may affect the vaginal neck 
through lymphatic connections. This, however, is 
a rare occurrence and of necessity is probably super- 
imposed on congenital anomalies of the sphincters 
and of innervation. Inflammatory factors were pres- 
ent in 5 of the 8 cases reported. 

Clinically, the syndrome is manifested by progres- 
sive dysuria, nocturnal and diurnal polyuria, and 
sepsis. The most important feature is the presence 
of urinary retention that may escape the examiner. 
The endoscopic picture is not characteristic; trabecu- 
lations are present in long-standing cases. Inflam- 
matory changes are seen in the presence of infection. 
The bladder neck is found to be rigid. These find- 
ings are not pathognomonic and the diagnosis is 
established by the exclusion of other affections of 
the bladder (neurogenic bladder, cystocele, urethral 
stenosis). 

Treatment consists of transurethral resection of 
the neck. The author discusses the advantages of 
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various endoscopic instruments to be used in this 
procedure and warns against the danger of producing 
urinary incontinence or a urethrovesical fistula. In 
general, the results are excellent with gradual dis- 
appearance of the symptoms and urinary residuum. 
Follow-up examinations should be frequent and 
thorough because of the possibility of recurrence. 
MaovriceE GALAnrteE, M.D. 


Spontaneous Fractures of the Neck of the Femur 
and of the Pubis After Roentgen Therapy for 
Malignant Gynecologic Diseases (Spontanfrak- 
turen des Schenkelhalses und Schambeines nach 
Roentgen-Therapie maligner gynaekologischer Er- 

Geburtsh, & 


krankungen). Ernst RUETHER. 
Frauenh., 1953, 13: 624. 


The author studied 18 cases of spontaneous frac- 
ture of the femoral neck or pubic bone following deep 
x-ray therapy for genital carcinoma. The cases were 
collected from two gynecological clinics in Hamburg 
over a 2 year period. In his opinion the fractures oc- 
curred because of too great an x-ray dose, unequal or 
careless distribution of the fields, or decreased toler- 
ance to radiation, the latter tendency being more 
common in older patients. 

Although the fracture might occur without warn- 
ing, painful walking with spasm of the overlying 
musculature was the usual early sign of an impend- 
ing fracture. The fractures occurred in the main 
about 8 to 26 months after the beginning of the 
roentgen therapy. Roentgenographic changes were 
found first in the spongiosa. They are differentiated 
from metastases only with great difficulty. 

The fractures often healed slowly; in older women 
healing was also delayed by the osteoporosis that is 
found normally in later life. Nailing of the fracture 
seemed to be the most effective mode of therapy. 

WarreEN R. Lano, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


Vomiting of Pregnancy; the Allergic Factor. AspEL 
FattaH Yousser and GeorcE S. Barsoum. J. Obst. 
Gyn. Brit. Empire, 1953, 60: 388. 

Clinical and laboratory investigation of 30 cases of 
hyperemesis gravidarum has revealed that 60.7 per 
cent of these cases were allergic in origin, 17.9 per 
cent were purely neurotic, and 21.4 per cent of the 
cases were of obscure nature. 

The combination of antiallergic drugs with adrenal 
cortex gives dramatic results in the treatment of 
allergic cases of hyperemesis. It is suggested that 
the same arguments probably apply.to cases of 
nausea, morning sickness, and milder vomiting of 
pregnancy. 

The possible nature of the responsible allergen is 
discussed. The authors think that this is probably 
the gonadotrophic hormone. 

Joun R. Wotrr, M.D. 


Hypokaliemia Due to Persistent Vomiting During 
Pregnancy. Hyman S. Lans, Harvey A. GOLLIN, 
Aucust F. Daro, and Ernest Nora, Jr. J. Am. 
M. Ass., 1953, 153: 1012. 


Eight patients with vomiting during pregnancy 
were found to have hypokaliemia on admission to the 
hospital. The loss of potassium through vomiting, 
the limitation of potassium intake, and increased 
renal excretion of potassium were the major patho- 
genic factors in the development of hypokaliemia 
in these cases. The intravenous administration of 
potassium chloride solutions in the treatment of 
hypokaliemia is discussed. Treatment of potassium 
deficiency is an important addition to the care of 
pregnant patients and is often essential for their 
survival. Aan Rosin, M.D. 


Is Tracheotomy Indicated in Eclampsia. Conrap 
G. CoLtins, FRANK G. Nrx, and IsapoRE Dyer. 
Am. J. Obst. Gyn., 1953, 66: 1031. 


No matter what basic therapy is utilized in 
eclampsia, eclamptic patients still die. Of the 
eclamptic patients who have died in the Tulane 
Unit, Charity Hospital, New Orleans, the vast 
majority had respiratory distress of a severe degree. 
The authors believe that they have saved a number 
of lives by the use of tracheotomy as an adjunctive 
measure in the management of eclampsia with respi- 
ratory distress, or of severe pre-eclampsia with coma 
and respiratory embarrassment. 

ALAN Rustin, M.D. 


Pregnancy Associated with Diseases of the Adrenal 
Glands. Artuur B. Hunt and Witiiam M. 
McConaHEy. Am. J. Obst. Gyn., 1953, 66: 970. 


Since there has been little obstetrical experience 
reported in cases of Cushing’s syndrome, adrenal 


medullary hyperfunction due to pheochromocytoma, 
or adrenal cortical insufficiency, it seemed worth 
while to study the patients with these conditions 
seen at the Mayo Clinic who had coexisting preg- 
nancies. In the complete presentation the authors 
discuss the relationship of gestation to dysfunction 
of the adrenal glands in 11 patients who had 18 
pregnancies. These 11 patients were observed at the 
Mayo Clinic in the years 1940 through 1952. Not 
all deliveries occurred on the obstetrical service of 
the Clinic but satisfactory knowledge of the course of 
pregnancy, the type of delivery, and the fetal and 
maternal results was obtained in all the cases re- 
ported. 

Seven pregnancies occurred in 4 patients with 
active Cushing’s syndrome and 2 pregnancies oc- 
curred in 1 patient with bilateral pheochromocyto- 
mas. Five pregnancies occurred in 5 patients with 
adrenal cortical insufficiency, of whom 3 had Addi- 
son’s disease, 1 had adrenal cortical insufficiency 
following surgery for Cushing’s syndrome, and 1 had 
adrenal cortical insufficiency following the removal 
of bilateral pheochromocytomas. Four pregnancies 
occurred in 4 patients (after treatment of Cushing’s 
syndrome) in whom no clinical adrenal cortical in- 
sufficiency was present. 

Hypertension is probably the chief hazard to 
pregnancy in patients with hyperfunction of the 
adrenal cortex or medulla. Fetal loss occurred in 3 
of 7 pregnancies of women who had active Cushing’s 
syndrome. Among the g pregnancies (2 reported in 
the authors’ paper and 7 gathered from the litera- 
ture) which occurred in women with pheochromocy- 
toma, the fetal loss was 5. The hypertension of 
pheochromocytoma may be of serious maternal con- 
sequence, especially if the lesion is undiagnosed at 
delivery, since 2 of the 6 patients whose cases are re- 
ported in the literature died of shock post partum. 

Three adrenal states may bring about “obstetric 
shock” with serious postpartum collapse and death: 
(1) postpartum crisis in women with adrenal cortical 
insufficiency; (2) postpartum collapse in parturients 
due to a pheochromocytoma; and (3) acute adrenal 
cortical insufficiency after delivery of patients with 
induced adrenal cortical atrophy due to previous 
cortisone therapy. Although the authors have not 
observed this latter condition post partum, it is a 
definite possibility to be borne in mind for every preg- 
nant woman who has had cortisone therapy. 

Modern treatment for adrenal cortical insufficiency 
properly applied to individual demands should re- 
store good ovarian function, fertility, and ability to 
reproduce successfully. 

Significant elevation during pregnancy of the 
values for urinary 17-ketosteroids and corticosteroids 
was found in 2 patients with adrenal cortical insuf- 
ficiency. The source of the increased urinary 
steroids is unknown. 
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Poliomyelitis and Pregnancy. STEPHEN W. Coss, 
Joun Stuart, and WititaM F. MENGERT. Obst. & 
Gyn., 1953, 2: 379. 

The increase in incidence of poliomyelitis, par- 
ticularly among adults, emphasizes the importance 
of this complication of pregnancy. As far as the fetus 
is concerned, there is no evidence to indicate any 
increase in the frequency of fetal abnormality in 
mothers exposed during the course of pregnancy. 
There is some question as to whether the virus may 
be transmitted from the mother to the infant, either 
via the blood stream or from fecal contamination. 
There is an occasional case which would indicate that 
this can occur. 

The maternal mortality indicates that there is no 
essential difference in the rate between the pregnant 
and the nonpregnant patient. Several workers, how- 
ever, think that there is a greater risk in the third 
trimester than in the nonpregnant state. One of the 
larger series reported indicated that the expected 
mortality rate for the severe forms of the disease was 
similar for each trimester, and likewise similar to 
that of the nonpregnant patient. 

The rule for management of the complication is, 
“Tgnore the pregnancy; treat the disease.” 

Consideration of the respiratory physiology re- 
veals that pregnancy per se does not handicap the 
vital capacity but rather enhances it, and interrup- 
tion of the pregnancy for respiratory embarrassment 
is therefore unjustified. Similarly, labor will not 
affect the respiratory capacity of the mother and 
cesarean section is therefore not indicated unless 
there is some obstetric reason. 

Future childbearing will depend upon the sub- 
sequent disability of the mother. 

James F. DonnELLY, M.D. 


Latent Tetany as an Etiological Factor of Habitual 
Abortion (Latente Tetanie als Ursache des habi- 
tuellen Abortus). O. Rimi and E. TscHERNE. 
Deut. med. Wschr., 1953, 78: 1429. 


Abortions in the early months of pregnancy which 
are not caused by mole formation may often be 
treated successfully with hormones. However, in 
abortions of the later phases of pregnancy, unless 
caused by lues, myomas, disturbances of the thyroid, 
Rh disease, or vitamin E deficiency, one very seldom 
finds a clue as to their cause. 

The case history is given of a patient who had 
been known for years to have latent tetany and had 
been treated with calcamin (dehydrotachysterol). 
After the patient had become pregnant, treatment 
with this substance was continued and a miscarriage 
was avoided. 

Subsequently, the authors looked for latent te- 
tany in other patients having late abortion. Six 
such cases were found and the case histories are 
given in the original article. In all of them the 
clinical and blood findings were typical for latent 
tetany. The treatment is described. Normal chil- 
dren were born at term in all of the cases. 

Otto Weiss, M.D. 
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LABOR AND ITS COMPLICATIONS 


Prolonged Labor (Clinical Evaluation) Joun R. Mc- 
CaIn, CLARENCE L. ANDERSON, and WILLIAM M. 
Lester. J. Am. M. Ass., 1953, 153: 695. 


The study deals with prolonged labor from the 
viewpoint of etiology, the course of labor, the indica- 
tions for treatment, the fetal results, and subsequent 
labors. The incidence of prolonged labor was 0.8 per 
cent, with a gross fetal mortality of 21 per cent. 
There was a total of 158 cases, 10 of which were said 
to be due to inertia secondary to the use of excess 
sedation and/or relative cephalopelvic disproportion. 
Only 3 of the cases were considered to be without 
inertia and entirely due to cephalopelvic dispropor- 
tion. The remaining 145 cases of prolonged labor 
were considered to have been due to primary uterine 
inertia. 

With the exception of breech presentation, none 
of the positions or presentations seemed to bear any 
significant relation to the fetal outcome. However, 
the breech deliveries were associated with a 50 per 
cent mortality. Fetal size was of significance in the 
babies weighing more than 4,0o00 gm. and in the pre- 
mature infants. The older the mother and the in- 
creased parity of the mother likewise appeared to 
have some relationship to the fetal outcome. 

Three general methods of treatment to improve 
progress of the labor were noted. The first consisted 
of therapeutic sedation with the use of morphine 
and barbiturates. The second was artificial rupture 
of the membranes if they had not already ruptured, 
and the third was the use of posterior pituitary ex- 
tract. During labor the usual complications were 
noted and during the postpartum course the in- 
cidence of morbidity was definitely increased. 

A study of subsequent pregnancies in the same 
women was made and revealed almost without ex- 
ception that their subsequent labors were short and 
without difficulty. James F. Donnetty, M.D. 


Considerations on the Abnormal Prolongation of 
Labor (Consideraciones sobre la prolongacién anor- 
mal del embarazo). Ricarpo Horno Lira. Toko- 
gin. prac., 1953, 12: 363. 

There are a number of characteristic signs and 
appearances in overdue pregnancy, none of which, 
however, are pathognomonic. There is the too 
long fetus and the too thin fetus, with wrinkled 
and macerated skin, resulting from the disappear- 
ance of the sebaceous protection of the skin. There 
is the sad-looking expression of the face of the 
child after overly long pregnancy and the evidences 
of dehydration everywhere (decrease in the amount 
of amniotic fluid and a greenish colored and dry- 
looking placenta and cord), so that Dexeus Font 
speaks of a resemblance of the fetus and adnexa 
to fruit that has been left too long on the tree. 
Finally, there are the roentgenologic findings of the 
presence of centers of ossification which should not 
be visible at normal term, and the too solid head 
with the too small fontanelles. 
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Nevertheless, the recognition of the abnormal- 
ly long pregnancy is important with reference to 
the juridical decision as to the legitimacy of the 
child, the maternal complications (macrosomic fetal 
dystocia), and the fragility of the too long-retained 
fetus. 

In consonance with the afore-cited considera- 
tions from the juridical, maternal, and fetal stand- 
points, the author suggests that every means be 
used to determine the length of the pregnancy, 
and when the length of the period is determined as 
nearly exactly as possible, the condition should not 
be allowed to proceed for more than 15 days beyond 
the normal term before the attempt is made to 
induce labor. However, oxytocics or rupture of 
the membranes should not be resorted to under 
the assumption that such intervention will obtain 
the desired results. Joun W. BRENNAN, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Debifrination of the Blood as a Cause for Severe 
Obstetrical Bleeding (Defibrinierung des Blutes 
als Ursache schwerer geburtshilflicher Blutungen). 
H. RunGe and IRENE HArtTeErRT. Geburish. & 
Frauenh. 1953, 13: 861. 


The authors report the case of a 4o year old 
woman, a gravida 6, para 3, with three miscar- 
tiages of unknown cause. Both the husband and 
wife were Rh-positive and of the same blood group. 
The patient became pregnant for the seventh time, 
with the last menses on November 8, 1952. Dur- 
ing each month of gestation there was some bleed- 
ing accompanied by cramping. Routine treatment, 
including hormones, was given. On April 20, 1953, 
a 20 cm. macerated, dead fetus and placenta were 
delivered spontaneously. Bleeding was persistent 
and at times profuse, in spite of packing, oxytocics, 
and transfusions. 

By appropriate studies it was found that there 
was a fibrinogenemia. Uterine tamponade with 
fibrin foam was found helpful in stopping the 
bleeding. This is the first time such tamponade 
has been reported. Warren R. Lane, M.D. 


Puerperal Necrosis of the Hypophysis; A Case with 
Diabetes Insipidus (Sulla necrosi ipofisaria puer- 
perale; Caso con diabete insipido). Fitrppo Destro. 
Ann. ostet. gin., 1953, 75: 423. 


The patient was a 36 year old housewife with 2 
sons who were living and well. In the fifth month 
of the present pregnancy sudden and severe hem- 
orrhages appeared without apparent cause and 
without pain. During the previous month she had 
had some edema of the lower extremities. When 
seen the patient was semicomatose and extremely 
pallid. The pulse was rapid and there was albumin 
in the urine. The cervix was dilated to 2 finger- 
breadths and the outlet was found to be completely 
blocked by placental tissue. 

The abdomen was opened and dead twin fetuses 
were extracted. Postcesarean hysterectomy was 


done. During the puerperium polyuria developed 
and the urine contained a trace of albumin. The 
postoperative diagnosis was diabetes insipidus due 
to posthemorrhagic necrosis of the hypophysis. 

Autopsy was refused; however, the relatives were 
prevailed upon to permit removal of the hypophysis 
through a temporal craniotomy. Histologic exam- 
ination of this organ disclosed that the parenchyma 
of the gland appeared to have undergone an is- 
chemic necrosis except for a small marginal layer 
of fairly normal gland tissue. However, even this 
narrow marginal area was infiltrated for some dis- 
tance with granulocytes. The intermediate zone 
and the posterior lobe were better conserved. In 
the intermediate zone were a number of cystic 
structures containing quantities of a colloid sub- 
stance. The blood vessels of the peduncle and the 
venous sinusoids of the gland itself were dilated and 
about these vessels were areas of hemorrhage. In 
both the anterior and the posterior lobes throm- 
boses were present. 

The author believes that the regression of lac- 
tation in these cases or—as in the instance here re- 
ported—its failure to appear is a precocious symp- 
tom of necrosis of the hypophysis, particularly of 
the anterior lobe of this organ, and that the devel- 
opment of polyuria is indicative of the particular 
involvement in the necrotic process of the posterior 
lobe. Unfortunately, in this patient the hypo- 
thalamic region could not be procured for study. 

It is considered that none of the numerous 
theories advanced to explain the cause of the au- 
tochthonous thrombosis is able to clarify the etio- 
logic modus operandi. In fact the author believes 
that the etiology of the autochthonous thrombosis 
in the blood vessels supplying the hypophysial 
gland in these instances is probably of a complex 
character. Joun W. Brennan, M.D. 


NEWBORN 


Emergencies in the Newborn. GEORGE Cooper, 
Jr., and RANDOLPH BRADSHAW. J. Am. M. Ass., 
1953, 153: 1077. 

The authors believe there has been no decrease in 
the death rate of infants during their first 24 hours 
of life. 

They believe the radiologist can be of great help 
during this period by making a diagnosis so that the 
proper treatment may be instituted early. Pul- 
monary complications are common and may be 
picked up early by x-ray study. 

Congenital malformations and obstructions may 
be identified early so that proper treatment may be 
instituted. Byrorp F. Heskett, M.D. 


Resuscitation of the Newborn with Intragastric 
Oxygen (Akerren’s Method). Harotp K. WALLER 
and Davip Morris. Lancet, Lond., 1953, 11: 951. 


The use of intragastric oxygen in the manage- 


‘ment of asphyxia neonatorum as employed in the 


British Hospital for Mothers and Babies, Woolrich, 
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London, is described. Of 48 infants so treated, 7 
died without ever responding. Three died subse- 
quently. Autopsy revealed atelectasis in 7 infants 
and severe cerebral damage in 3. 

The actual technique of administration of intra- 
gastric oxygen consists first in aspiration of the in- 
fant’s nasopharynx. A small catheter is then 
passed into the stomach and the gastric contents 
are aspirated. The catheter is left in place, and its 
free, external end is placed beneath water, to serve 
as a safety device against overinflation of the gas- 
trointestinal tract. A second catheter is placed in 
the stomach, and oxygen is run in through it at 1 
liter per minute. The catheters are left in situ until 
spontaneous breathing is well established. The 
stomach and intestines may sometimes be seen to 
bulge; however, in the cases observed, the abdomens 
did not appear to be unduly distended. 

An apparatus for use in home deliveries is de- 
scribed and illustrated. ALAN Rusty, M.D. 


Further Analysis of Controlled Trials of Treatment 
of Hemolytic Disease of the Newborn. j 
ARMITAGE and P. L. Motttson. J. Obst. Gyn. Brit. 
Empire, 1953, 60: 605. 

The present report deals with a comparison of dif- 
ferent methods in the treatment of hemolytic disease 
of the newborn; viz., exchange transfusion against 
simple transfusion, and premature induction of labor 
against spontaneous delivery at term. The women 
included in the trial were those whose serum was 
found to contain RH antibody, the examination 
having been made not less than 30 days before the 
expected day of delivery. 

Women were not included if they were known to 
have diabetes mellitus or to be carrying more than 
one fetus, or if their serum gave a positive Wasser- 
mann reaction. 

Premature induction of labor was carried out by 
artificial rupture of the membranes not more than 
35 days and not less than 21 days before the expected 
date of delivery. Cesarean section was done for ob- 
stetrical reasons or because the patient failed to go 
into labor following rupture of the membranes. 

Infants were transfused only if they were RH 
positive and had a positive antiglobulin test and if 
their cord hemoglobin concentration was below 15.6 
gm. per 100 ml. RH negative blood stored for less 
than 7 days was used for all transfusions. The blood 
used was either a concentrated suspension of group 
O red cells or whole citrated blood of the same ABO 
group as that of the infant. 

When an exchange transfusion was carried out, a 
minimum of 50 ml. of blood per pound of body 
weight was injected. The blood injected was a 
concentrated suspension of red cells with a hemo- 
globin concentration of approximately 16 gm. per 
100 ml. The amount of blood removed from the 
infant was similar to, but not necessarily identical 
with, that injected. Exchange transfusion was always 
carried out within 914% hours of birth, using the 
umbilical vein method. 
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Simple transfusions also were given within 9% 
hours of birth, using either the umbilical vein or 
some other vein; the blood was administered at a 
slow drip rate. When the cord hemoglobin concen- 
tration lay between 12.6 and 15.5 gm. per 100 ml., 
the amount transfused was between 10 and 20 ml. 
per pound of body weight; when the cord hemo- 
globin concentration was 12.5 gm. per 100 ml., or 
less, the amount was 15 to 25 ml. per pound of body 
weight. After the first day transfusions were given at 
the discretion of the clinician, solely with the idea 
of relieving anemia. 

The results indicate it is unlikely that premature 
induction of labor increases the chance of survival 
of an infant with hemolytic disease of the newborn 
and that, on the contrary, such a practice may 
diminish the survival rate. This deduction is 
strengthened by the observation that, as a result of 
inducing labor prematurely, an occasional RH 
negative infant may die from a cause related to pre- 
maturity. 

As far as exchange versus simple transfusion is con- 
cerned, evidence is produced to support the observa- 
tion that in hemolytic disease of the newborn the 
chance of survival is closely related to the hemo- 
globin concentration of the cord blood. There were 
more survivors among infants treated by exchange 
transfusion and the incidence of cerebral damage 
among the survivors was low, and confined mainly to 
infants born prematurely. The over-all comparison 
of exchange versus simple transfusion for cases com- 
plying with the rules outlined in this study revealed 
that out of a total of 62 infants given exchange trans- 
fusions, 54 were living after 1 month; there were 8 
neonatal deaths or a death rate of 12.9 per cent. In 
the group of simple transfusions there were 57 in- 
fants, 36 of whom were living after 1 month; there 
were 21 neonatal deaths, a death rate of 36.8 per 
cent. Harry Fietps. M.D 


MISCELLANEOUS 


The Area of the Superior Strait and the Anterior 
Height of the Pelvis; Valle’s Index in the Roent- 
genologic Prognosis of Labor (Area dello stretto 
superiore a altezza anteriore della pelvi; L’indice 
di Valle nella prognosi radiologica del parto). En- 
RICO FERRARIO and GIOVANNI PIsANI. Minerva 
gin., Tor., 1953, 5: 509. 

Valle, director of the obstetrical school of Novara, 
Italy, has delegated to the authors the clinical test- 
ing of his theory that a practically useful mathe- 
matical relationship exists between the anterior 
height of the pelvis and the area of the pelvic inlet. 

To obtain the so-called “anterior height of the 
pelvis,” half of the value procured by adding to- 
gether the index of Schuman and the index of 
Mueller is used. The index of Schuman consists of 
the distance from the upper margin of the symphysis 
pubis to the deepest point of the ischiadic tuberosity, 
as measured on the lateral roentgenogram of Guth- 
man. 








ee ee et ee i ed 


g 


=a Oo eK 


OBSTETRICS 


Fig. 1. Fig. 2. Fig. 3. 


Fig. 1 (Ferrario, Pisani). Index of Schuman. Fig. 2. Index of Mueller on the skeleton. Fig. 3. Roentgenologic 
demonstration of the measurement of the anterior height of the pelvis. 


The index of Mueller consists of the distance 
(measured pelvimetrically) between the ischiadic 
tuberosity and the iliopectineal line of the same 
side. 

The area of the inlet was determined by the 
method of Thom (Thom’s grid). 

The task of the authors consisted in comparing 
these values with a clinical material consisting of 101 
patients. Forty-three of these patients presented 
pelvic anomalies, in the sense that a mechanical 
hindrance to the descent of the presenting part 
occurred during labor. Fifty-eight of the patients 
had normal pelves, in the sense that the conjugata 
vera was not less than 10 cm. and the transverse 
diameters were not less than 12 cm. 

In this material a comparison of the Valle index, 
(the values for the area of the pelvic inlet divided by 
the anterior height of the pelvis) with the results of 
labor in the individual case (as given in the appended 
table in the original text) shows the method to be of 
real value for the prediction of mechanical dystocia. 

From a study of the total results the authors con- 
clude that when the index of Valle is superior to 10 a 
spontaneous delivery of the child may be expected; 
when the index is less than 10 the subsequent labor 
may be expected to show a tendency toward 
dystocia. 

Of course, this study takes no account of the two 
other important factors in the eutocic-dystocic ex- 
pectancies of labor, namely, the size and malleability 
of the fetal parts, and the strength of the abdominal 
and uterine muscular contractions. Furthermore, in 
this preliminary report it is recognized that the 
material is too meager to permit of broad generaliza- 
tions; however, this study will be continued, it is 
hoped, to the point where a sufficiently extensive 


material along these lines will admit of definitive 
conclusions. Joun W. Brennan, M.D. 


Experimental Research on the Pathogenesis of the 
So-Called Amniotic Fluid Embolism; Steiner- 
Lushbaugh Disease (Ricerche sperimentali sulla 
patogenesi della cosiddetta embolia da liquido am- 
niotico; malattia di P. E. Steiner e C. C. Lushbaugh). 
Uco Narvucci. Minerva gin., Tor., 1953, 5: 477. 


To Steiner and Lushbaugh (J. Am. M. Ass., 1941, 
117: 1245, 1340) belongs the credit for having re- 
duced further the group of obstetrical maternal 
deaths from unknown causes, by the individualiza- 
tion of a shock syndrome resulting from the penetra- 
tion of amniotic fluid into the maternal circulation. 

Since the etiologic factors mentioned in the liter- 
ature (viz., amniotic fluid embolism, anaphylactic or 
anaphylactoid shock, altered blood coagulability, 
mixed amniotic fluid-meconium embolism, etc.) 
seem adequate to explain the manifestation of the 
syndrome, the author has sought by animal experi- 
mentation to establish with exactness the impor- 
tance and the responsibility of each of these factors. 

Rabbits and guinea pigs were given intravenous 
injections of filtered amniotic fluid under varied 
conditions and amounts, absolutely without results. 
Under no circumstances could any manifestations 
interpretable as anaphylactic, or anaphylactoid, 
shock be produced. There was no evidence of pul- 
monary embolism. 

Rabbits were injected intravenously with whole 
(unfiltered) amniotic fluid, the injections being re- 
peated at 5 day intervals, again without results. 
There were equally no results when fresh meconium 


_was mixed with the fluid in the proportion of 9.75 


c.c. of fluid to 2.5 c.c. of meconium. 
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Rabbits were given intravenous injections of de- 
creasing concentrations of meconium. The first rab- 
bit was given a dense liquid consisting of 5 c.c. of 
meconium and 5 c.c. of physiologic saline. The 
animal died immediately, in convulsions. When a 
solution of 2 c.c. of meconium and 8 c.c. of salt was 
used, the result was the same. When, however, the 
concentration of meconium was lowered to a propor- 
tion of 0.75 c.c. to 9.25 c.c., the animal went into 
convulsions immediately but did not die until 6 
hours later. When the proportions were 0.5 c.c. and 
9.5 C.C., respectively, the animal suffered dyspnea 
and some agitation but rapidly recovered. When, 
finally, the proportions were 0.25 c.c. and 9.75 C¢.c., 
respectively, results were nil. In those animals 
which died, the microscopic examination of the 
lungs disclosed numerous vascular emboli, the num- 
ber and extension of which appeared to be in direct 
proportion to the degree of concentration of the 
meconium employed. The staining method of Rine- 
hart Abul Hay proved the emboli to be composed 
of a substance of the nature of mucus. 

Thus, the author concludes that the primary cause 
of the syndrome is mucus embolism of the pul- 
monary capillaries and arterioles and proposes that 
the name of the syndrome be no longer that of am- 
niotic fluid embolism; he proposes, in its stead, the 
designation of “disease of Steiner and Lushbaugh.”’ 

Joun W. BRENNAN, M.D. 
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Remote Effects of Cesarean Section. Joun N.CHESTER- 
MAN. J. Obst. Gyn. Brit. Empire, 1953, 60: 684. 

One hundred twenty six primigravidae delivered by 
cesarean section had 50 less children than 126 
primigravidae selected as controls, who were de- 
livered normally. 

The diminished fecundity of this cesarean group 
was due mainly to “repeat” cesarean sections, at 
many of which tubal sterilization was performed. 

An analysis of the case histories of 1,874 women 
who bore children following a previous cesarean 
section showed that the scar ruptured in 33 cases, an 
incidence of 1.76 per cent. Rupture occurred before 
labor in 14 cases. The scar in a lower segment ce- 
sarean section ruptures less frequently than a scar 
in the upper segment, and is not as dangerous to 
mother or child. In 15 collected cases there were no 
maternal deaths; 1 fetal death occurred. 

Lower segment cesarean section is almost always 
the operation of choice and is not an indication for 
cesarean section in a subsequent pregnancy. 

A second cesarean section is almost certain to be 
followed by a third, should the patient become 
pregnant again; and, presumably, because this is 
considered an undue risk, more than 50 per cent of 
women are sterilized by tubal ligation at the second 
cesarean section. The author believes that, with few 
exceptions, sterilization should not be done before 
the third cesarean operation. CHaRLEs Baron, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Partial Resection of the Kidney in Large Hydro- 
nephrosis. Theoretical Foundation and Partial 
Results. Eriinc F. Hjort. Acta chir. scand., 1953, 
106: 103. 


In a series of 33 consecutive operations for hy- 
dronephrosis, Hjort found 16 aberrant vessels cross- 
ing the ureteropelvic junction, that were considered 
to be the cause of the obstruction. There were 10 
patients whose difficulty was due to kinking and 
fixation of the ureter to the renal pelvis, and 7 in 
whom the obstruction at the ureteropelvic junction 
was due to stricture of the ureter. 

In reviewing a series of 18 consecutive operations 
for hydronephrosis the author observed that in the 
patients in whom the lower renal pole was resected 
in addition to removal of any mechanical obstruc- 
tion the results were better than in those in whom 
only mechanical obstruction was removed. 

While it is understood that the emptying of the 
tube-shaped structures occurs by means of peristalsis, 
the emptying mechanism of the pelvis is still un- 
solved. The general hydrodynamic conception of 
peristaltic contractions of a tract requires that they 
must effect complete closure in order to advance the 
fluid content. 

The renal pelvis is funnel-shaped and therefore 
cannot possibly empty by peristalsis because the 
wide mouth of the funnel is suspended and stretched 
out on a rigid kidney, and the suspension prevents 
peristaltic closure. It would seem that the only 
conceivable way that the renal pelvis can empty its 
contents is by contracting into the renal sinus and 
pressing its fluid contents against the fatty pads 
covering the columns of Bertini. By contracting 
into the sinus, the pelvis propels its contents into 
the ureter by a process of back pressure. 

As early as 1887 Israel observed that stimulation 
of the pelvis caused it to retract into the hilus. 

The hydronephrotic kidney is not only dis- 
tinguished by its enlarged pelvis but also by its ab- 
normal length. If the greatest distance between the 
upper and lower calyces on a pyelogram is measured, 
the length in the hydronephrotic kidney varies be- 
tween g and 11 cm., while in the normal kidney the 
range is between 7 and 9 cm. 

It is thought by some that the distention of the 
renal pelvis acts upon the kidney to stimulate 
growth. As the kidney lengthens, it will also be- 
come broader and the renal sinus will be hollowed 
out. Simultaneously, the shape of the renal pelvis 
will also change. The opening of the funnel will 
become larger and the pelvis will acquire a hemi- 
spherical shape, because a sphere combines the 
largest volume with the smallest surface. The pres- 
sure which contraction of the renal pelvis will exert 
on the sinus will be dispersed over a larger area and 





Fig. I (Hjort). Partial resection of the kidney and the 
renal pelvis. 


the expelling force acting upon the fluid contents 
will be reduced. A greater force will have to be 
exerted by the musculature of the pelvic wall and, 
in spite of the hypertrophy, the time will come when 
it will become incompetent. A dynamic insufficiency 
will then occur in addition to the mechanical one. 

The goal then of any conservative operation for 
hydronephrosis should be a double one, the removal 
of the mechanical obstruction and the correction of 
the dynamic insufficiency as well. 

The technique of Hjort’s operation is to ligate the 
regional vessels, suture the sinus and parenchyma 
in layers, and preserve a flap of the renal capsule for 
covering of the parenchymal wound. The part of 
the renal pelvis which corresponds to the resected 
pole of the kidney is removed, but the renal pelvis 
is not drained. 

Partial resection of the kidney for hydronephrosis 
was done 16 times on 13 patients. The author’s 
results were considered to be good in all but 2 of the 
patients. To estimate the results of an operation 
for hydronephrosis the patient is given 1,000 c.c. of 
water to drink, and 4 hours later the renal pelvis is 
catheterized and a small quantity of the urine is 
collected. By that time the normal kidney has elim- 
inated, the normal pelvis has emptied the excess 
water, and the urine has a specific gravity of ap- 
proximately 1.016. The hydronephrotic pelvis will 
be filled with excess urine, and the specific gravity 
will remain low. 

From his experience with 16 cases in which he 
performed partial kidney resection along with re- 
moval of extrinsic obstructive factors, the author 
came to the following conclusions: 

1. The renal pelvis empties its contents by back 
pressure against the renal sinus. 

2. The abnormal length of the hydronephrotic 
kidney contributes to the impaired emptying of the 
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Fig. 1 (Hughes). Operative renal arteriography. Aneu- 
rysmal dilatation of one of the branches of the renal artery. 


renal pelvis, in addition to the mechanical ob- 
struction. 

3. The emptying of the hydronephrotic pelvis 
improves after partial resection of the elongated 
kidney. Conrap A. KvEun, M.D. 


Aneurysm of the Renal Artery. Operative Arteri- 
ographic Documentation (Aneurisma de la ar- 
teria renal. Documentacién arteriografica opera- 
toria). FRANK A. Hucues. Arch. espan. urol., 1953, 
9: 83. 

The patient, a 42 year old male, had no other 
complaints than vague pains in the right lumbar 
region, exacerbated by horseback riding. However, 
a few erythrocytes were found in the urinary 
sediment. 

The exploratory film disclosed a circular shadow 
located at the point of union of the middle with 
the upper calyx in the right kidney. Since the 
shadow was less dense than that of the contiguous 
ascending pyelography, the author decided on the 
presence of a semitransparent calculus (although 
the possibility of an aneurysm was not excluded) 
and exposed the kidney. The renal pelvis was 
opened from the rear, but no stone could be pal- 
pated and the bulging resistance seemed to be lo- 
cated within the kidney parenchyma. A peroper- 
ative arteriography, after the injection of the opaci- 
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fying medium into the exposed renal artery, then 
cleared up the nature of the opacity (Fig. 1). 

Since there seemed to be no possibility of ligating 
the ramus of the renal artery containing the aneu- 
rysmal sac at both ends, no attempt was made to 
remove the aneurysm itself and the kidney was 
removed. The afferent branch to the aneurysmal 
sac was a ramus of the renal artery; the efferent 
branches were three in number, one directed up- 
ward, one downward, and the last toward the 
medial portion of the kidney. The internal surface 
of the sac was smooth, with the exception of one 
area which was rugous in appearance. 

Microscopic examination of a specimen from the 
rugous area disclosed a sclerosed wall, poor in cells, 
with vestiges of the primary architecture of the 
arterial wall and extensive interstitial calcification. 
The internal surface consisted of a hyalin band.. 

Microscopic examination of the portion of the 
wall which was apparently without calcific involve- 
ment disclosed an arterial wall without endothelial 
lining, but otherwise exhibiting a fibrous intimal 
layer, a sclerotic muscular layer, and plaques of 
calcification. One of these plaques was located 
in the adventitia and the other in the intimal layer. 
There was practically no internal layer of elastic 
tissue and the inner surface was composed of a 
condensation of very fine elastic fibrils. 

The final diagnosis was that of sacciform aneu- 
rysm of the renal artery, 2 cm. in diameter, intra- 
hilar in location, and with extensive calcifications 
in the fibrosclerotic wall. 

Joun W. Brennan, M.D. 


A Genetic Study of Polycystic Kidney (Studio gene- 
tico del rene policistico). G. ARRIGONI and G. 
Lovati. Arch. ital. urol., 1953, 26: 179. 


Fifteen of the 24 patients with polycystic kidney 
observed at the Urologic Institute of the University 
of Milano, Italy, during the period from 1940 to 
1951, were selected for a study of their family trees. 
These 15 patients comprised a portion of the total 
of 8,211 patients with urologic disease admitted 
during this period (0.24 per cent of 4,956 males and 
0.36 per cent of 3,255 females). 

In 8 of the 15 families, the proband was the only 
member affected; in 2, there were other members 
afflicted with this condition, although both parents 
were healthy; in the remaining 5 families, only 1 of 
the parents was affected. In the entire material 
there was not a single instance of consanguinity in 
the parents. 

In the total material there were 10 cases of direct 
hereditary transmission. Polystic kidney was re- 
vealed in 4 successive generations in 2 of the families, 
in 3 successive generations in 3 families, and in 2 
successive generations in 4 families. The entire study 
shows hereditary transmission of the dominant type. 

The fathers with polycystic kidney engendered a 
total of 6 sons and 6 daughters with the anomaly; 
the mothers gave birth to 4 sons and 17 daughters, 
also suffering from polycystic kidney. The last 
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figures are, of course, incompatible with the theory 
that transmission is wholly related to sex, as it is 
with even that of partial relationship to the sex 
chromosome. The most probable explanation is the 
influence of a low grade penetration with relative 
limitation to one sex, or the action of an inhibitory 
factor controlled by sex. 

In the instances in which neither parent was 
affected, the so-called solitary involvements, the 
transmission was probably heterogenic; that is, 
there was at work a low grade penetration, in addi- 
tion to the lost secondary cases (death before 20 
years of age) which had reduced in some instances 
the ascertained bearers of the hereditary stigma to 
a single subject. Joun W. Brennan, M.D. 


Tumors of the Suprarenal Gland (Tumores de la su- 
prarenal). G. Lara. Cir. gin. urol., 1953, 5: 228. 


In the course of this thesis on the subject of 
suprarenal tumors, 5 case histories from Marajfién’s 
Institute in Madrid, Spain, are cited. 

The first case was that of a 4 year old girl with 
a virilizing syndrome and malignant tumor of the 
left suprarenal gland, which was so large and so far 
advanced as to preclude any consideration of sur- 
gery. In the author’s opinion the rapid growth 
indicated extreme malignancy and the virilizing 
manifestations indicated the presence of a tumor 
composed of cellular elements of primitive character. 

The second patient was a 20 year old woman 
exhibiting the corticosuprarenal type of syndrome 
of Cushing, that is, the hypophyseal type of syn- 
drome was not present because of a normal sella 
turcica, the absence of the characteristic red streaks 
of the hypophyseal syndrome, and the increase in 
the elimination of the 17-ketosteroids. Finally, 
pneumorenal tomogtaphy revealed hyperplasia of 
the right suprarenal gland. This patient is at present 
under medical management, but is being closely 
watched. 

The third patient was a woman 20 years of age, 
again indicating the presence of the corticosupra- 
renal type of Cushing’s syndrome. Here pneumo- 
renal tomography indicated hyperplasia of the right 
suprarenal gland. She will be submitted to a partial 
suprarenalectomy. 

The fourth patient was a 34 year old woman, 
who had been under observation for 17 years, suf- 
fering from virilizing manifestations and extreme 
obesity. She finally died of heart failure, and at 
autopsy an adenoma of the right suprarenal gland 
was uncovered. 

The microscopic examination of the adenoma in 
this instance disclosed cellular elements resembling 
suprarenal cells in appearance and _ intercalated 
areas which were extremely rich in lipoids. 

The fifth patient was a 9 year old girl who was 
suspected of having bilateral hypertrophy of the 
suprarenal glands. The virilization was so intense 
that the parents finally insisted that the child should 
be considered a male, and that the feminizing glands 
(ovaries) should be removed. At operation, fairly 
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well developed female internal organs were found, 
but no trace of testicles. Nevertheless, the rudi- 
mentary uterus and both adnexa were removed. 
After the operation the patient continued to develop 
in the masculine direction, the virilization being so 
pronounced as to lead to the conclusion that the 
suprarenal glands, particularly the cortical tissues 
of the suprarenal glands, were able to function in 
lieu of the sex glands. 

The fact that no adrenalectomies were performed 
in this material is not to be interpreted as indicating 
that the author’s associates are opposed to this 
operation. The author believes that partial adre- 
nalectomy or unilateral adrenalectomy should be 
done on occasion. The matter of the recently pro- 
posed bilateral adrenalectomy he leaves in abeyance. 

Joun W. BRENNAN, M.D. 


Novocain Infiltration of the Renal Pedicle with 
Novocain During Operations on the Upper 
Urinary Tract (L’Infiltrazione novocainica pe- 
roperatoria del peduncolo renale negli interventi 
conservativi sul rene e sul bacinetto). AtTTILIO 
TREVISINI. Urologia, Treviso, 1953, 20: 239. 


The author has infiltrated with novocain the 
renal pedicle of 30 patients subjected to various 
types of operative procedures in the upper urinary 
tract (kidney, pelvis, upper ureter). He believes this 
procedure resulted in beneficial effects in 26 patients, 
preventing postoperative vomiting, meteorism, and 
other disturbances of the gastrointestinal tract. A 
marked diminution in the occurrence of postopera- 
tive shock was also noticed. The procedure seems to 
enhance early diuresis postoperatively, a fact of 
particular importance in cases where the contra- 
lateral kidney might be absent or its function 
markedly impaired by disease. The changes de- 
scribed took place regardless of the nature of 
anesthetic used. 

The author ascribes the mechanism of action to a 
temporary interruption of nerve pathways for re- 
flexes originating postoperatively in the manipulated 
upper urinary tract. The beneficial effects derived 
by this procedure last several days. Such effects pre- 
suppose operative procedures carried out properly, 
and devoid of gross complications. The author re- 
ports the clinical summary and course of 30 patients 
to substantiate his observations. 

Maovrice GALaAntTeE, M.D. 


Renal Infarct Following Nephropexy. Cure by 
Nephrectomy (Infarto renal post-nefropexia. Ne- 
frectomia. Curacion). RosBerto A. Rvusi and 
ALFREDO A. GRIMALDI. Rev. argent. urol., 1953, 21: 
183. 

Reports on renal infarcts following cardiovascu- 
lar lesions are frequent but such reports following 
nephropexy are infrequent. 

A case is reported in which the patient under- 
went a ureteropelvic plastic operation (Ramstedt) 
followed by nephropexy. After the kidney was 
fixed in position the surgeon had the impression 
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that it had grown larger and harder, but as an ar- 
terial pulse was still felt in the pedicle the possi- 
bility of infarction was put aside at the moment. 

Five days after the operation sudden pain de- 
veloped in the right loin and lumbar region fol- 
lowed by fever, chills, vomiting, and oliguria. 

Two days afterwards the symptoms were more 
severe, and cystoscopy showed blood coming occa- 
sionally from the right meatus, while the ejacula- 
tion from the right meatus was normal. 

A diagnosis of renal infarction was made and 
later confirmed by nephrectomy. 

After the second operation the patient did well, 
and at present he is cured. 

Pathological examination disclosed total arterio- 
venous renal thrombosis with hemorrhagic infarc- 
tion and multiple anemic infarcts. 

A brief notice of the world literature is given 
following the description of various operations as 
well as of experimental work done by various 
authors for ligation of the renal pedicle. 

Three kinds of infarcts are considered: (1) ar- 
terial (anemic), (2) venous (hemorrhagic), and (3) 
total. A correct diagnosis is rarely made before 
operation. 

Treatment should be conservative in partial in- 
farction as long as hematuria is not great. 

Nephrectomy is the only treatment for total 
infarction. Joao B. Vianna, M.D. 


The Physiology of Hyperchloremic Acidosis Follow- 
ing Ureterosigmoidostomy: A Study of Urinary 
Reabsorption with Radioactive Isotopes. M11- 
TON L. RosENBERG. J. Urol., 1953, 70: 569. 


The problem of electrolytic imbalance following 
bilateral ureterosigmoidostomy has been studied 
from many angles previously. Rosenberg, using 
radioactive sodium iodine and phosphorus as tracers, 
instilled them in the rectum and analyzed the blood, 
urine, and stool. The thyroid uptake of I'*! was also 
measured, in dogs. Normal dogs and dogs with bi- 
lateral ureterosigmoid transplants were used in 
these experiments. 

Radioactive iodine showed a fourfold increase in 
absorption in dogs with anastomoses as compared 
with the controls. Radioactive phosphorus was ab- 
sorbed only infinitesimally in anastomosed dogs, 
while it was rapidly absorbed in normal animals. By 
experimentally administering the P* in dog urine into 
the rectum of normal dogs, absorption was inhibited 
to the same extent as in anastomosed animals. 

Radioactive sodium closely paralleled the I! in 
the blood levels, but was somewhat lower in the 
urinary excretion. It is of interest to note that in 1 
animal with a ureterosigmoidostomy when acidosis 
intervened, sigmoidal absorption of I'*! and Na™ 
was not significantly changed from the average in 
animals with transplanted ureters. 

The author concludes that there is a definite pat- 
tern of absorption of urinary electrolytes from the 
sigmoid. Urinary phosphate is bound in some man- 
ner and is not absorbed. 


In 8 of 12 patients with bilateral ureterointestinal 
transplants, hyperchloremic acidosis developed. 
None of these patients or comparative dogs showed 
evidence of renotubular acidosis. The urinary pH 
was lower than 6.0 in all of the cases. A low chloride 
dietary intake and frequent defecation maintained a 
normal electrolytic balance in 6 patients and only 1 
of them required supplementary sodium _bicarbo- 
nate. It is the author’s belief that the primary factor 
in the production of hyperchloremic acidosis in these 
patients is the reabsorption of anions from the large 
bowel, which is aggravated by the impaired renal 
function and the inability to prevent renotubular 
acidosis. Thus, somewhat of a viscious cycle is set up. 

Joun R. HERMAN, M.D. 


BLADDER, URETHRA, AND PENIS 


Exstrophy of the Bladder. Axrt SANDERUD. Acta 
chir. scand., 1953, 106: 117. 


Between 1927 and 1947, 17 patients with exstrophy 
of the bladder were treated in Department A of the 
Surgical University Clinic (Riks Hospital, Oslo). Of 
these, 11 were males and 6 were females. While 
exstrophy of the bladder is a rare congenital defect, 
it occurs once in 40,000 births and is found eight 
times more frequently in the male than in the female. 
Carcinoma occurring in the exstrophic bladder is not 
uncommon. Usually, it is an adenocarcinoma, where- 
as adenocarcinoma is rarely found in the normally 
placed bladder. Squamous cell carcinoma may also 
occur in vesical exstrophy. When the bladder is left 
in place and the urinary stream is not diverted, 
cancer will occur in 30 per cent of the patients with 
bladder exstrophy. 

Two main principles of surgical treatment have 
predominated: attempts to make a bladder cavity, 
or some method of ureteral implantation. 

The ureteral implantation operation began with 
the attempts of Simon in 1851. Maydl, in 1892, re- 
ported his method of implantation of the complete 
trigone with the ureteral orifices into the sigmoid 
colon. Borelius, in 1903, improved the method by 
anastomosing the sigmoid colon to let the fecal mass 
by-pass the implanted area. Makkas made the im- 
plantation into the cecum which was isolated from 
the rest of the intestinal tract, and the appendix was 
used as a gutter for the urine. 

In ro11 Stiles and Coffey developed methods of 
ureterointestinal anastomosis. 

Of the 15 patients operated upon, 14 were sub- 
jected to the Maydl method and 1 to the Coffey II 
technique. Three of the patients died postopera- 
tively: 1 a few hours after the operation from shock, 
1 male (10 months old) from anuria after 24 hours, 
and 1 female (15 years old) from ascending infection 
5 days after the operation. Four patients developed 
pyelonephritis with fever and high nonprotein nitro- 
gen soon after the operation, but this complication 
was only transitory; 3 had rupture of the wound, and 
1 patient had fecal and urinary discharge, but all of 
the patients healed after secondary suture. 
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Of the 11 patients who were discharged, ro have 
been followed up, and 1 could not be found. Five 
were dead in 5 months, 5 months, and 1, 10, and 13 
years after the operation, respectively. Five patients, 
of whom 4 were men, were alive 21, 16, 14, and 15 
years after the operation, respectively. The 1 girl 
was alive 7 years after surgery. 

The Maydl operation is based upon the principle 
of preserving the sphincter mechanism of the ureters 
by implanting the bladder wall with the ureters un- 
touched into the intestinal tract. However, the 
sphincter mechanism is very often inefficient because 
of chronic inflammation and fibrotic changes. The 
Maydl method, therefore, gives no more protection 
against reflux and ascending infection than any other 
type of ureterointestinal anastomosis. 

In the collected material consisting of 243 patients 
operated upon according to the Maydl technique, 
the mortality rate was 27.6 per cent (Hellstrom and 
Romanus). . 

At present, ureterointestinal implantation accord- 
ing to the Coffey-Mayo technique or its modifica- 
tions is usually used. The mortality rate following 
this method is 4.1 per cent in the Mayo Clinic, while 
the average mortality is between 10 and 20 per cent. 

Conrap A. KuEun, M.D. 


Disturbances of Bladder Function with Poliomye- 
litis (Stoerungen der Blasenfunktion bei der Polio- 
myelitis). F. J. G6rzEn. Zschr. Urol., 1953, 46: 523. 

The author presents a brief historical review of the 
clinical and epidemiological aspects of poliomyelitis, 
and mentions the biphasic temperature curve (drom- 
edary type), described by Draper and Lichtenstein 
in 1931. 

Fanconi observed 4 cases (1.5%) among 271 polio- 
myelitic patients who developed pollakiuria during 
the prodromal stage. Pollakiuria occurs more fre- 
quently during the meningitic stage and was present 
in 18 of 613 patients (3%); its appearance was inter- 
preted as a symptom of meningitic irritation but the 
author believes that it is a specific, early symptom 
because it is not seen in other meningitic conditions. 

Urinary retention, which disappeared after a few 
days, has also been reported. Later observations 
disclosed that urinary retention may extend into the 
preparalytic and paralytic stages. The preparalytic 
stage is characterized by (1) nuchal relaxation, (2) 
minor facial nerve disturbances and Beevor’s sign, 
and (3) disturbances of reflex activity, including 
areflexia with preserved normal active range of voli- 
tional movements. Some urinary retention was be- 
lieved to be caused by fear of pain which accom- 
panies the change of position that is necessary for 
micturition. This retention is of short duration and 
is followed by bed-wetting. 

The topographic distribution of the disease is (1) 
spinal, (2) bulbar, (3) encephalitic, and (4) mixed. 
The spinal type of the condition is most frequently 
accompanied by paralysis of the lower abdominal 
and entire thigh musculature, with involvement of 
the lumbosacral cord. Disturbances of bladder func- 
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tion commonly encountered in transverse myelitis 
are not present in poliomyelitis even when paralysis 
is very extensive. The spinal centers of micturition 
remain intact even in the most serious cases, accord- 
ing to Pette’s clinical and experimental experience. 
Where permanent dysfunction of the bladder occurs, 
Goebel believes that the virus of poliomyelitis has 
caused a transverse myelitis. Long-lasting disturb- 
ances of micturition without complete retention are 
also very rare. Pette and Fanconi believe that mic- 
turitional dysfunction is caused by paralysis of the 
bladder and abdominal muscles. Kleinschmidt found 
that among 20 patients with temporary bladder dis- 
turbances, 17 had severe involvement resulting in 
paraparesis and tetraparesis. Adult patients over- 
come the micturitional difficulty when they are able 
to assume the erect position. Some authors believe 
that diencephalic involvement is the cause of mictu- 
ritional disturbance in the early stage. That mic- 
turition can take place in the presence of paralyzed 
abdominal muscles was observed by Fanconi. 

The author is of the opinion that temporary blad- 
der dysfunction can be explained on the basis of 
edema which engulfs either the vicinity of the pyram- 
idal tracts or the lateral horns of the conus. H. 
Miiller observed neuronic destruction of the auto- 
nomic areas which explains such features as long- 
lasting bladder dysfunction and incontinence of the 
feces. Sphincter paralysis and incontinence are rare 
because this would suggest the unlikely involvement 
of both the sacral micturition center and the nuclei 
of the pudendal nerves. 

The author reports his findings in a case of urinary 
incontinence, believed to be an organic sphincter 
paralysis, and which has lasted for 4 years. An 8 
year old boy acquired, at the age of 4, what was 
believed to be a poliomyelitis from which he recov- 
ered completely (both legs had been paralyzed), ex- 
cept for a urinary incontinence. All reflexes are said 
to be within physiologic limits; however, they are not 
specified and it is impossible to judge whether a 
bulbocavernosus reflex was tested. Excretory uro- 
grams showed a relaxed internal sphincter of funnel 
shape, and ureteral dilatation (more on the right 
than on the left), with normal configuration of the 
pelves and calyces. The bladder capacity was 35 to 
40 C.c., as a result of detrusor hyperactivity. Cys- 
toscopic examination under general anesthesia, as a 
means of testing the true bladder capacity, was pro- 
posed but was rejected by the parents. Therapeuti- 
cally, the author considers unilateral severance of the 
pelvic nerves, or “‘better a total denervation of the 
bladder (pelvic and hypogastric nerves) in order to 
normalize the pathologic condition of innervation.” 
He also considers ureterointestinal anastomosis in 
case the neurologic intervention fails. In his opinion, 
this case disproves the veracity of Pette’s observa- 
tion that poliomyelitis never leads to bladder dis- 
turbances. (He has yet to prove that the child really 
had poliomyelitis.) The author believes with his 
teacher, Boeminghaus, that the atonic condition of 
the ureters is also caused by the poliomyelitis. In 
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Fig. 1 (Ball and Pelz). 


contradistinction to bladder disturbances, no sexual 
disturbances have ever been observed with polio- 
myelitis. 

Pollakiuria, urinary retention, and incontinence 
can be caused by meningitic, bulbar, or diencephalic 
involvement; their prognosis is favorable, but in ex- 
tremely rare instances organic retention or inconti- 
nence may persist. Ernest Bors, M.D. 


Fatal Complication Following Urethrography with 
Barium Sulfate (Toedlicher Zwischenfall bei der 
Urethrographie mit Bariumsulfat). HE1nz BALL and 
Hetmot Petz. Zschr. urol., 1953, 46: 539. 


The authors use an instillation technique similar 
to that of Kneise and Schober, except that a 20 per 
cent emulsion of barium sulfate is used instead of 
20 per cent iodipin. 

The authors report the case of a 56 year old male 
with symptoms and signs of benign prostatic hyper- 
trophy. The prostate was the size of a small apple; 
kidney function was normal; residual urine was 80 
c.c.; white blood count 11,900; sedimentation rate 





Fig. 2 (Ball and Pelz). 


Fig. 3 (Ball and Pelz). 


49/93; blood pressure, 115/70. On cystoscopy, July 
5, 1949, a moderately inflamed bladder of 250 c.c. 
capacity, with protruding prostatic lobes, was seen. 
On urethrography, July 12, 1949, an elongated pos- 
terior urethra and a large prostatic lobe were seen 
to be protruding into the bladder. Because of move- 
ment of the patient, the picture of the posterior 
urethra was blurred; therefore the urethrogram was 
repeated on July 20, 1949. The patient was appre- 
hensive. After instillation of 10 c.c. of 30 per cent 
bakontal, a resistance occurred but the instillation 
was continued up to 28 c.c. The patient complained 
of cramplike pains in the thorax and dyspnea; he 
became rapidly cyanotic, lost consciousness, and 
respiratory arrest set in. No blood could be seen 
in the contrast medium which was retrieved on 
backflow. A roentgenogram (Fig. 1) was taken. 
Following artificial respiration, intracardial admin- 
istration of suprarenin, and the intravenous injection 
of coramin, spontaneous respiration was observed 
for 10 minutes, when breathing became shallow and 
a second respiratory arrest occurred. All attempts 
at revival failed. Figure 2 shows a post-mortem film 
of the pelvis with extensive intrusion of contrast 
medium into the venous system (similar to Figure 1 
taken in vivo). Figure 3 shows a post-mortem film 
of the chest with extensive embolisms of the con- 
trast medium into the right and left lung. Autopsy 
disclosed, in addition to the prostatic hypertrophy, 
crystals of barium sulfate in the submucosal urethral 
vessels without demonstrable injury of the urethral 
mucosa. Similar crystals were seen in the capillaries 
of the lungs. Some crystals were situated between 
the alveolar epithelia and some in the alveoli. The 
liver and the remaining parenchymatous organs too 
contained crystals, although less numerous than in 
the lungs. No crystals were demonstrable in the 
brain. 

The authors quote Brunetti and Levi (in 1931) 
and Eichler and Hendriock (in 1932) as the authors 
who first observed intrusion of contrast medium into 
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urethral vessels during urethrography; however, a 
fatality from urethrography was reported only once, 
by Gaudin (1949). His patient died 10 minutes fol- 
lowing the instillation of 40 per cent barium sulfate 
in a one-half per cent watery solution of gum arabic 
(acacia). In Gaudin’s case, too, the corpora caver- 
nosa, and the periurethral and pelvic veins were 
seen (roentgenologically) to be filled with contrast 
medium up to the vena cava. Fatalities following 
the use of oily iodine compounds were reported by 
Hryntschak, Boeminghaus, and Katz-Galatzi, while 
nonfatal pulmonary embolism was described by 
Eichler and Barbosa de Barros. In another case 
reported by Torreca, a pulmonary fat embolism 
accompanied the oil lubrication of the urethra for 
treatment of stricture. Additional papers, with a 
total of 30 cases, report urethrovenous reflux without 
serious complications. 

A contrast medium should be nonirritant, give 
good pictures, mix with urine, be sterilizable, and 
should be harmless if it enters the blood stream. 
The last of. these five postulates is obviously not 
fulfilled by barium sulfate, and the authors warn 
against its use. 

Urethrovenous reflux without any complication 
has been observed also with contrast media (thoro- 
trast, perabrodil and uroselectan) which can be used 
for intravenous administration. The hydrodynamic 
pressure during instillation is not necessarily decisive 
for the appearance of reflux (Hendriock, 1932) but, 
aside from preceding trauma to the urethral mucosa, 
all obstacles to a smooth inflow of the contrast 
medium, be they organic or functional (sphincter 
spasm), enhance it. Because of the lack of a sub- 
mucosa the veins are closely adjacent to, and acces- 
sible through, microscopic fissures of the mucosa. 

Ernest Bors, M.D. 


Litholapaxy. REEp M. Nessit. J. Urol., Balt., 1953, 
70: 594. 

The history of lithotomy and litholapaxy is re- 
viewed in an interesting manner. The development 
of the lithotrite is carried from 1824, when Jean 
Civiale invented the litholabe, up to our more mod- 
ern instruments. The newest visual instruments are 
not discussed. 

The frequently carelessly handled technique of 
blind litholapaxy is described at length and there are 
four illustrations of the use of the instrument. 

This article is a worthwhile reminder of a tech- 
nique only too frequently overlooked. Lithotomy 
may frequently be obviated by litholapaxy. 

Joun R. Herman, M.D. 


GENITAL ORGANS 


Chronic Prostatitis, A Urologic Quandary. KeEn- 
NETH OQ. GHORMLEY, Epwarp N. Cook, and GEr- 
ALD M. NEEDHAM. J. Am. M. Ass., 1953, 153: 915. 


Although prostatitis has been recognized for more 
than a century, little change in therapeutic meth- 
ods has been made in the past 50 years. Suspect- 
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ing that all prostatitis is not the same, the authors 
collected a series of cases of chronic prostatitis. 
Each of 105 patients was examined from many as- 
pects in the hope of uncovering further information 
regarding etiological factors and the true signifi- 
cance of the condition. They hoped, also, to per- 
fect a method of study that would help to deter- 
mine which patients require treatment and the 
type of treatment most likely to succeed for each. 

The data collected fell into two categories: clin- 
ical features and a bacteriologic study. It readily 
became apparent that a simple, concise definition 
of the etiology of prostatitis was not feasible. Al- 
though chronic prostatitis frequently is spoken of as 
a “disease,” no pattern of symptoms is character- 
istic, and most cases have little in common. Con- 
sequently, generalizations as to etiology, symp- 
tomatology, prognosis, or treatment seem not only 
misleading but superfluous. Reduced to simplest 
terms, prostatitis is an inflammation of the prostate 
gland, characterized by an excessive number of 
leukocytes in the prostatic secretion. The finding 
of pus cells in the prostatic secretion was the only 
characteristic all patients had in common. Etio- 
logic factors of chronic prostatitis should be found in 


_ the sources of this inflammation. 


The majority of patients in this series were more 
than 40 years of age. Age, therefore, seems to be a 
factor in the incidence of prostatitis. The role of 
gonorrhea in the etiology of prostatitis frequently 
has been stressed. Only 38 per cent of the patients 
in the series admitted previous gonorrheal infec- 
tion. Laboratory study of prostatitis has been lim- 
ited, in large part, to cultural, serological, and im- 
munological investigations. The relationship of 
bacteria to prostatitis is not clear. 

As a result of their studies the authors concluded 
that the quandary of chronic prostatitis is difficult 
to resolve. Although the diagnosis is easily made, 
there are no characteristic physical findings or 
symptoms. Treatment, while stereotyped, is fre- 
quently unsatisfactory. Chronic prostatitis is wide- 
spread and too often becomes an obsession of the 
hypochrondriac. As encountered, the prostatic 
cripple is the product of injudicious and prolonged 
therapy. All prostatitis is not the same and its 
significance is variable. A more critical approach 
to the individual case will prove beneficial, not only 
to the patient but to his physician as well. 


Cryptorchidism (Ueber den Kryptorchismus). O. 
WINTERSTEIN. Chirurg, 1953, 24: 433. 


The author rresents a very complete historical 
review on the development of cryptorchidism ever 
since the appearance, in 1887, of Kocher’s classical 
monograph. Older concepts of the etiology and 
treatment are discussed; the terminology is ex- 
plained, and the statistics are brought up to date. 
Ectopic testes have been observed in 32 per cent of 
premature infants. In mature babies, the figures 
vary from 2 to 4 per cent. In large series of military 
recruits, ectopic testes have been observed in from 
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0.2 per cent to 0.6 per cent of the men. There is a 
preponderance of ectopic right testes (roughly, one- 
half of all the cases); it is of bilateral occurrence in 
about ro per cent of cases, and left-sided in 40 per 
cent. The author states there is a great discrepancy 
of reports in the world literature concerning spon- 
taneous descensus of untreated ectopic testicles. It 
appears, however, that in a large majority of the 
patients descensus occurs before or during puberty, 
at 12 to 14 years of age. The figures vary between 60 
and go per cent according to the different sources of 
observation. X-ray studies revealed positive patho- 
logical findings in 50 to 60 per cent of all patients 
with cryptorchidism. 

With regard to treatment, either testicular extract 
or anterior pituitary hormone, or a combination of 
both should be tried, but not before the ninth year 
of life when the testes start to grow. Before and 
after puberty, any endocrine therapy is useless. 
Further investigations must be made in order to 
determine whether or not it is best to delay surgery 
until the patient is 14 or 16 years of age when full 
maturity and full growth of the testicle is obtained. 
Sixty per cent of all patients treated showed good 
results with endocrine therapy; in 20 per cent success 
was partially achieved. In 20 per cent of the cases, 
hormone therapy failed. The possibility of malig- 
nant degeneration is a definitely established fact in 
ectopic testes; however, in the past its incidence was 
overestimated. The figures in the world’s literature 
are confusing. The author himself observed that 13 
per cent of all tumors of all testicles occurred in 
cryptorchid patients. Some of these patients had 
been successfully operated upon for cryptorchidism 
10 years previously; therefore, it must be assumed 
that surgery for cryptorchidism is no insurance 
against malignant degeneration. Among all the 
cryptorchid patients, the author observed malignant 
lesions in 0.8 per cent. 

Operative treatment should never be contem- 
plated before 12 years of age. The various standard 
techniques are reviewed and the points stressed are 
that mobilization of the cord, if necessary, starting 
retroperitoneally near the kidney, and its adequate 
fixation to the scrotum without stress and strain, are 
paramount for successful surgery. 

The author discusses in detail his own technique 
whereby traction, direct or indirect (thigh), is not 
necessary. 

The author states that all patients who have been 
treated for cryptorchidism should be closely fol- 
lowed periodically; after marriage, their status of 
fertility should be determined for as long as 10 
years, and the figures published. 

Otto Weiss, M.D. 


Conservative Treatment of Testicular Torsion (Tra- 
tamiento conservador en las torsiones testiculares). 
A. Trasucco, R. Borzone, and Extas Corea F. 
Rev. argent. urol., 1953, 122: 1. 


One and a half months previously a 24 year old, 
single male had experienced sudden severe pains in 


the region of the left scrotum accompanied by 
nausea and vomiting and shortly followed by a mas- 
sive tumefaction of the region. He was treated with 
“despacillina” and an icebag administered locally. 
The pains receded but the tumefaction persisted. 

When the left scrotum was opened a pachyva- 
ginitis was encountered with extensive adhesions 
between the testicle and its coverings. There was 
no gubernaculum testis and the organ appeared to 
be suspended by its middle with counterclockwise 
rotation of 180 degrees. The head of the epididymis 
was thrombotic with purplish color of the cut sur- 
face. The hydatid of Morgagni was thrombosed and 
of an ocher color. 

The head of the epididymis and the hydatid were 
resected; a biopsy of the testicle was taken and then 
the latter was fixed in the scrotum in normal posi- 
tion. The operative wound healed without incident 
and a month later the gland maintained its normal 
size. 

On microscopic examination of the testicular 
biopsy a moderate increase in the connective tis- 
sues was observed and the seminiferous tubules 
were totally atrophied; however, between the spaces 
left from the previous tubules and within these 
spaces themselves were groups of three or four large 
cells with abundant, eosinophile protoplasm, well 
preserved nuclei with nuclear membranes, dense 
chromatin, and evident nucleoli. 

The diagnosis was testicular sclerosis, total atro- 
phy of the seminiferous tubules, and the presence of 
active cells of Leydig. 

The authors believe that the biopsy findings justi- 
fied the conservative attitude observed in the treat- 
ment of this case. Joun W. Brennan, M.D. 


MISCELLANEOUS 


A 5 Year Survey of Traumatic Urogenital Emer- 
gencies. GerzA SCHINAGEL and GEORGE SEWELL. 
J. Urol., Balt. 1953, 70: 789. 


During the 5 year period ending December 31, 
1951, 3.6 per cent of the urologic patients admitted 
to the Receiving Hospital of the City of Detroit pre- 
sented traumatic emergencies. In these 346 cases, 
automobile accidents were responsible for 31.7 per 
cent of the injuries and simple falls accounted for 26 
per cent. Alcoholism was not a main factor. 

Concomitant, and often more serious, injuries to 
other systems were common. Some type of fracture 
complicated 39.4 per cent of the urogenital emergen- 
cies. Damage to the liver, spleen, intestinal tract, 
subdural hematoma, and cerebral concussion created 
special therapeutic problems which were managed 
best by the combined teamwork of several surgical 
specialists. 

The most common injuries to the genitourinary 
tract were those of the external genitalia. Trauma 
to the kidneys, bladder, prostate, urethra, and ure- 
ters occurred with decreasing frequency. 

Most of the postoperative deaths were attributed 
to serious and extensive damage to other systems. 
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However, a special warning is given that antibiotics 
may mask urinary extravasation and cause dire 
consequences. The urogenital postoperative mor- 
tality was said to be 6.9 per cent while in the more 
complicated cases it was reported to be 16.7 percent. 
Tables of the fatal cases are included in theanalysis. 
Ormonp S. Cutp, M.D. 


Histopathological Study of Renal Tubular Reaction 
Following Intravenous Infusion of Homologous 
Hemoglobin Solutions in Dogs. ALeEx. L. 
FinkLe. J. Urol., Balt., 1953, 70: 665. 


In an effort to clarify the etiology of so-called 
lower nephron nephrosis, hemoglobin was injected 
intravenously into dogs with their left kidney trans- 
planted to the subcutaneous region where it would be 
accessible for biopsies. 

One group of dogs was acidified, another was 
alkalinized, and a third was kept in a normal acid- 
base status. Both crude hemoglobin solution and 
crystalline hemoglobin solution were used. 

A total of 24 hemoglobin solution infusions was 
given to 16 dogs, and 65 biopsies were taken from 
the explanted kidneys at varying time intervals. 

Some histologic changes were noted in the tubular 
epithelium as early as 1 hour after the injection and 
hemoglobin casts formed in the tubules as soon as 3 
hours after the injection. The glomeruli remained 
unaffected. Lymphocytes predominated in the in- 
flammatory reactions. 

Tubular repair was noted within 96 hours. Oli- 
guria developed during the first 24 hours with doses 
of 2 to 6 gm. per kgm. of body weight. The urea 
clearance was depressed, but improved within 144 
hours. 

The acid-base status of the animal did not influ- 
ence the development of the lower nephron disease. 
Pre-experimental administration of hesperidin (one 
of the vitamin P components purported to counter- 
act capillary fragility) offered no protection to the 
kidney. 

Second infusions after recovery from the first 
merely produced an episode identical with the 
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original one, which was believed to negate the exist- 
ence of a nephritic nidus that would aggravate dam- 
age due to later renal disease. 

Ormonp S. Cup, M.D. 


A Male Pseudohermaphrodite with Miillerian De- 
rivatives. Howarp G. HAnteEy. Brit. J. Surg., 
1953, 41: 216. 


The author reports the case of a 47 year old man 
of essentially male external features except that no 
testicles were in his scrotum. He presented himself 
because of frequency and urgency of micturition. 
On examination, he was found to have a normal 
prostate gland, the superior edge of which fanned 
out into a sausage-shaped mass. 

Upon laparotomy, he was found to have a small 
distended uterus with a small distended vagina ex- 
tending down to communicate with the prostatic 
urethra through the prostate gland. There was a 
left fallopian tube but no gonad. On the right, the 
fallopian tube ended in a structure resembling an 
epididymis which lay adjacent to a testicle. Biopsy 
of this gonad proved it to be a testicle. Sterile pus 
was removed from the vaginal structure and the 
abdomen was closed. The author considered that 
the performance of a hysterectomy might upset the 
delicate hormonal balance which to date had per- 
mitted him to live adequately as a married man— 
with erection and ejaculation, though sterile. It 
was subsequently possible to catheterize the uterus 
masculinus through the urethra, and radiopaque 
material demonstrated a slender tract connecting the 
urethra, prostate, vagina, and uterus. The patient 
has subsequently been asymptomatic. 

The author points out the advantages of using a 
simple classification of the hermaphrodite groups. 
He believes that this patient represents an example 
of group 4 of the following classification: (1) male 
pseudohermaphrodites without Miillerian deriva- 
tives; (2) female pseudohermaphrodites; (3) true 
hermaphrodites; (4) male pseudohermaphrodites 
with Muellerian derivatives. 

C. BARBER MUELLER, M.D. 





SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Some Recent Contributions to the Pathogenesis 
and Treatment of Acute Hematogenic Osteo- 
myelitis (Quelques données récentes sur la patho- 
génie et le traitement de l’ostéomyélite hématogéne 
aigué). Tu. NAEGELI and G. GRUNDMANN. Lyon 
chir., 1953, 48: 673. 

Eighteen cases of acute hematogenous osteomye- 
litis have been under treatment on Naegeli’s service 
at Tuebingen, Germany, during the past 3 years. 
Some of the instances were of considerable gravity, 
with pulmonary foci. However, they were procured 
early. There were in this material no instances of 
sequestrum formation, or of recurrence. 

The authors’ experience does not permit their dis- 
cussing the possibility of cure of the cases with 
fistula. In fact, they do not know as yet whether 
some of their cases may not light up again in the 
future, and an instance is cited in which a large part 
of the scapula had been resected for osteomyelitis, 
and in which, after 25 years of perfect well-being, an 
abscess formed in this region. 

In the matter of treatment, the authors believe 
that an attempt to head off the process should be 
made with adequate dosages of antibiotics, and that 
the type of bacterium present should, if possible, be 
determined. The antibiotic or chemotherapeutic 
treatment should then be adjusted to the chemo- 
therapeutic and antibiotic sensitivities of the causa- 
tive agent. If an abscess forms, it may be advisable 
to open it; however, the wound should then be closed 
down to a small opening for the accommodation of a 
small drain for the local introduction of the anti- 
biotic selected. Thus, an attempt is made to avoid 
the formation of a fistula and to sterilize the seques- 
trum if it forms. The sterilized sequestrum will then 
serve as a scaffold and a source of calcium for the 
formation of new bone, just as in the case of the im- 
plantation of bone fragments. 

One of the authors (Grundmann) has been doing 
research work based on the rising gradation, or stair- 
step (Stufengesetz) theory promulgated by Ricker 
in 1926 in his work on “Relation Pathology.” It 
was found that something more than trauma will 
generally be required for the localizing of the organ- 
ism in the blood at the site of the bone infection. 
Grundmann, by increasing the allergic response of 
the blood vessels—particularly those in the bone 
marrow (impetiginous eczema in the ear lobe of the 
rabbit)—was able to induce a state of hyperirrita- 
bility in the terminal blood vessels of the bone mar- 
row. Then by subjecting the portion of bone in 
which he intended the organisms to localize to ultra- 
sound waves he was able to cause localization of the 
simultaneously injected staphylococcus aureus or- 
ganisms in that portion and produce foci of acute 


hematogenous osteomyelitis. These experiments es- 
tablish osteomyelitis as an infectious disease and 
elucidate the mechanism of the origin of the condi- 
tion. Joun W. BRENNAN, M.D. 


Contribution to the Study of Exostoses, Dyschon- 
droplasia, and Multiple Enchondroma (Con- 
tributo allo studio delle exostosi, della discondro- 
plasia e degli encondromi multipli). E. AGRIFOGLIO 
and F. Perasst. Rass. ital. chir. med., 1953, 2: 409. 


Five cases of different types of osteocartilaginous 
tumors are reported. The authors believe that dys- 
chondroplasia, osteocartilaginous exostoses, and 
multiple enchondromas are probably different forms 
of a similar disorder with identical etiology. These 
lesions could be explained by a dystrophy of the 
growing cartilage, and secondary to this condition 
there is a discrete amount of atypical osteogenesis. 
For this reason the authors propose to call this group 
of affections “cartilaginous dystrophies.” 

Dyschondroplasia and cartilaginous exostoses are 
hereditary; the multiple enchondroma may be re- 
lated to neurofibroma, hemangioma, or other ab- 
normalities which suggest some disturbance in the 
mesoderm. This hereditary tendency can be helped 
by several indeterminate environmental factors. 

FERNANDO ALEv, M.D. 


Osteofibrosis Deformans Juvenilis and Its Differen- 
tial Diagnosis (Die Osteofibrosis deformans Ju- 
venilis und ihre Differentialdiagnose). Hans HELL- 
NER. Langenbecks Arch. u. Deut. Zschr. Chir., 1953, 
277: 160. 

In osteofibrosis deformans juvenilis (Allbright’s 
disease) the blood-forming elements of the bone 
marrow are replaced by fibrous tissue which appear 
as cysts on x-ray examination. There is localized 
weakness in the parts which are replaced by fibrosis 
and consequently deformities and occasionally frac- 
tures occur. This condition is very often observed 
in patients 2 or 3 years old. In Recklinghausen’s 
disease, osteitis fibrosa generalisata, there is a gen- 
eralized decalcification of the skeleton and an 
adenoma of the parathyroid glands. By removal of 
the adenoma the condition may improve consider- 
ably. Parathyroid adenoma, Hand-Schueller-Chris- 
tian’s disease, and eosinophilic granuloma have to be 
considered in the differential diagnosis of osteofibrosis 
deformans juvenilis. 

Occasionally the fibrous masses in Allbright’s dis- 
ease within the bone marrow degenerate and form a 
liquid center. Microscopically these fibrous masses 
have a “white porcelain” type of appearance and 
the microscopic examination reveals a tough fibrous 
tissue with very few cells. The appearance of the 
bony structure is not disturbed as a rule, but oc- 
casionally there are changes in the skull. There is 
evidence of destruction and of new formation of 
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bone which appears to be of a mosaic pattern. These 
changes are very similar to the changes found in 
osteitis deformans of Paget. There is no character- 
istic histological picture associated with Allbright’s 
disease. The x-ray examination only reflects a 
certain stage in the development of the disease which 
may slowly progress for a lifetime. 

The epiphyses apparently are not disturbed. 
There are monostotic or polyostotic types of All- 
bright’s disease. 

In cases in which the flat bones are involved there 
is usually a “‘soap bubble” type of appearance of the 
masses within the bones on roentgen examination. 
Changes in the vertebral bodies are rare. Occasion- 
ally progression of the disease is noticed in adults; 
as a rule, however, the disease is self-limiting and 
ends at the end of the growth period. 

Very little is known about the etiology of All- 
bright’s disease. Uehlinger considers a primary 
faulty differentiation of the bone marrow. This, 
however, would not explain the other symptoms 
associated with Allbright’s disease. It is conceivable 
that the sexual hormones during intrauterine life of 
the fetus have some influence upon the development 
of precocious puberty and the disturbed pigmenta- 
tion of the skin. Some authors believe that there is 
also a diencephalon and pituitary disturbance inas- 
much as the carbohydrate metabolism appears to be 
decreased in every one of these cases. 

The prognosis is satisfactory inasmuch as the con- 
dition is self-limited. Occasionally there is a sar- 
comatous degeneration of the lesions. The treat- 
ment of this condition is symptomatic as surgery 
has proved unsatisfactory. In order to prevent the 
formation of coxa vara, braces are suggested and 
once the disease has ceased to progress an osteotomy 
of the femur may be performed. Russell and 
Chandler suggest surgical removal of the fibrous foci 
and replacement with bone grafts. 

GeorcE I. Reiss, M.D. 


Chondromyxoid Fibroma of Bone. Report of 2 
Cases. Davin C. DAHLIN, Artuur H. WELLS, and 
Epwarp D. Henperson. J. Bone Surg., 1953, 
35-A: 831. 

Chondromyxoid fibroma of bone appears to have 
a distinctive histologic appearance, pursues a char- 
acteristically benign course, and may be confused 
with malignant tumors, especially chondrosarcoma. 
The authors have added two examples to the few 
already reported in the literature. 

Three clinical features of importance are asso- 
ciated with these tumors: (1) pain has been a 
complaint in all the recorded cases, (2) the major- 
ity of patients have noted a palpable mass in the 
region of the tumor, and (3) the mass may be ten- 
der to palpation and tenderness may be present in 
the absence of swelling. Roentgenographic exam- 
ination reveals a circumscribed zone of decreased 
density which may be confused with such lesions 
as fibrous dysplasia, bone cyst, and enchondroma. 
The rarefied region is sometimes trabeculated. 
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The treatment of choice appears to be curettage. 
This operation has proved curative in all the cases 
in which adequate follow-up studies have been 
made. If the cavity is large, it may be necessary 
to fill it with chips of bone or a bone graft. 


Reticuloblastoma of Bone (Reticuloblastoma de los 
huesos). D. BRAcHETTO BRIAN. Arch. urug. med., 
1953, 41: 67. 

Having studied 70 cases registered with the Com- 
mittee for the Study of Bone Tumors, of the Argen- 
tine Association of Surgery, the author presents his 
views on primary bone tumors which, he believes, 
can be shown to arise from the reticular tissue of the 
bone. This group includes Ewing’s tumor and the 
various reticulosarcomas. The author prefers the 
designation of ‘“‘reticuloblastoma” for the entire 
group. There are benign and malignant reticuloblas- 
tomas, and each class is subdivided according to the 
differentiation undergone by the primitive reticular 
cell: syncytial, lymphocytic, angiocellular, and xan- 
thocellular. In this scheme, Ewing’s tumor becomes 
“malignant lymphocytic (or syncytial) reticuloblas- 
toma.” 

Benign reticuloblastomas are rare—the present 
series of 70 cases containing only 4. Of these, 3 
were angiocellular, with involvement of the tibial 
diaphysis in all cases; 1 was xanthocellvlar, and ap- 
peared in the phalanx of a finger in a patient with 
generalized tumoral xanthomatosis. Treatment con- 
sisted of complete surgical excision. 

Of the malignant reticuloblastomas, about go per 
cent are of the lymphocytic or syncytial type (Ew- 
ing’s tumor). In this series the patients were aged 
from 1 to 70 years, with a concentration of cases in 
the 11 to 20 year age group. The clinical, roentgeno- 
graphic, and pathological features were, in general, 
those well recognized in Ewing’s tumor. Of these 
tumors, 80 per cent were of the syncytial type. Ra- 
diotherapy is advised; the prognosis is poor. Of the 
remaining malignant reticuloblastomas, 3 were of 
the angiocellular type and 1 was xanthocellular. 
The former were characterized histologically by a 
columnar arrangement of cells suggesting metastasis 
of a glandular epithelioma, but were proved (on sil- 
ver stains) to be reticulocell in origin. This is a 
tumor of low malignancy, 1 patient having survived 
for 17 years. Treatment consisted of “economic re- 
section” of the lesion. The single patient with an 
xanthocellular tumor survived 12 months. 

The importance of an adequate histopathological 
diagnosis as a guide to rational treatment is stressed. 
Usually a punch biopsy will provide a satisfactory 
specimen, but if there is any doubt, an operative 
biopsy should be obtained promptly. 

ALEXANDER Garcia, M.D. 


Reticulum Cell Sarcoma of Bone. Joun C. Ivins 
and Davin C. Danttn. J. Bone Surg., 1953, 35-A? 
835. 

The incidence of reticulum cell sarcoma, appar- 
ently’ primary in bone, is not well established. 
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Fig. 1. (Stahl). 


Relatively few articles have appeared on the sub- 
ject and these have been predominantly reports 
of single cases. 

In a survey of 2,000 specimens of primary tumor 
of bone at the Mayo Clinic, 49 were found to be 
reticulum cell sarcomas. The survey reinforced the 
authors’ conception that reticulum cell sarcoma 
is a firmly established entity. It is important to 
establish the diagnosis by adequate biopsy. Un- 
like most other primary malignant conditions of 
bone, reticulum cell sarcoma appears to be radio- 
sensitive. In 1 case in which the tumor disappeared 
the administration of Coley’s toxins was the only 
treatment. 

At the time the survey was made the prognosis 
in cases of reticulum cell sarcoma of bone seemed 
significantly better than that in most other primary 
malignant tumors of bone. 


Considerations on Posttraumatic Absorption of the 
Outer End of the Clavicle. Fo.tke StAuL. Acta 
orthop. scand., 1953, 23: 9. 


Traumatic injury in the region of the acromio- 
clavicular joint is not uncommon, and treatment 
seldom presents any difficulties. Persistent symp- 
toms are rare. Nevertheless, obstinate pain, diffi- 
cult to alleviate and liable to limit the working ca- 
pacity, does sometimes occur. The picture may be 
dominated by altogether different features, namely, 
rarefaction and erosion of the outer end of the clavi- 
cle, and although these changes cannot explain the 
pain, they do seem to be an accompaniment of it. 
In the roentgenogram, these changes may appear as 
small erosions on the articular surface of the clavicu- 
lar joint or as small areas of subchondral rarefaction, 
but they never assume proportions severe enough for 
them to be classed as absorption of bone as seen in 
2 of the author’s cases (Fig. 1). 

The conditions described may perhaps be classed 
under the heading of some disease resembling Su- 
deck’s atrophy even though the clinical pictures do 
differ from one another in certain respects. There 
are relatively few cases on record and the authors 
suggest that all injuries to the clavicle and the 
acromioclavicular joint should be followed up roent- 
genologically for a fairly long period. With such 
studies an idea of the true frequency of such changes 
could be obtained. It is not possible to say whether 
any effective treatment is available. Common to the 
cases on record was the fact that in none of. them 
was adequate treatment given from the beginning. 


That is to say, the injury was at first either unde- 
tected or underestimated. Immediate’ immobiliza- 
tion of the arm is recommended in order to give the 
soft parts an opportunity to heal. Changes of the 
type described were not seen in patients in whom 
the injury was recognized and treated properly from 
the beginning. C. Frep GoERINGER, M.D. 


Spondylolisthesis; A Study of 50 Cases (Espondilo- 
listesis; a proposito de 50 casos estudiados). DANIEL 
Rosst StaJANO and CARLOS POLLERO CoRRADI. An. 
ortop. traumat., 1953, 6: 3. 


Reporting on a study of 50 cases of spondylo- 
listhesis, the authors first review the literature quite 
thoroughly, covering the definition, history, anat- 
omy, embryology, pathological anatomy, and the 
clinical aspects of this condition. 

They add 50 cases to the literature. These cases 
represented 3.7 per cent of 1,325 cases of lumbago 
observed over an 11 year period. Seventy per cent 
of the patients were in the 30 to 50 year age group, 
the youngest being 13 and the oldest 63. Forty- 
eight per cent were women and 52 per cent were men. 
Seventy-four per cent of the slips were of the fifth 
lumbar vertebra and 25 per cent of the fourth. 
Eighty-two per cent were of grade I or II, according 
to Meyerding’s classification. Thirty-four per cent 
gave a history of trauma, and their symptoms dated 
from that time. Eight per cent were asymptomatic 
and the remaining 92 per cent had pain. Forty-eight 
per cent had low back pain without sciatica, 38 per 
cent had low back pain with sciatica, and 8 per cent 
had sciatica without low back pain. 

The treatment varied; 18 patients had no treat- 
ment either because they had minimal symptoms or 
because they refused treatment; 24 were treated 
with a plaster jacket and physiotherapy with relief 
of symptoms; in 2 young women with a severe slip of 
the fifth lumbar vertebra an unsuccessful attempt 
at reduction was made prior to fusing the spine. A 
total of 8 spinal fusions were done with 1 death due 
to pulmonary infarction on the twelfth day. In 3 
of the 7 remaining cases solid fusion occurred (as 
was shown both clinically and roentgenographically), 
in 1 case asymptomatic pseudarthrosis developed, 
in 2 cases the pseudarthrosis which developed was 
repaired with good results, and in the remaining case 
it was too early to evaluate the results. 

ALEXANDER GarciA, M.D. 


Ossifying Fibrosarcoma (Extraskeletal Osteogenic 
Sarcoma) of Thigh Muscle. Report of a Case 
with Recurrence and Widespread Metastases 
More Than 4% Years After Excision. WILLIAM 
UMIKER and Henry L. Jarre. Ann. Surg., 1953, 
138: 795. 

The authors report the case of a fibrous tissue 
tumor of equivocal malignancy histologically, aris- 
ing in the upper thigh muscle of a 39 year old man 
who developed local recurrence and pulmonary me- 
tastases more than 4% years later, and who finally 
succumbed to widespread metastases. 
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A freely movable mass was removed from the 
posterior part of the right thigh of a 44 year old 
man. The mass was asymptomatic and had been 
present for 4 years. Histologically, it was diagnosed 
as an ossifying fibrosarcoma. 

The patient remained well for a period of 4 years, 
when he began to experience dyspnea and chest 
pain. A left thoracotomy was performed and two 
stony-hard masses were removed from the left lung. 
There was no evidence of recurrence of the original 
tumor of the right thigh. 

Four months after the second operation, the 
patient discovered a mass at the site of the original 
thigh operation. A small bony tumor was removed 
under local anesthesia. 

Three months later the patient was readmitted to 
the hospital with the complaint of general weakness, 
loss of weight, anorexia, and abdominal enlargement. 
The abdomen was found to be completely filled by 
a large, hard mass. X-ray films of the chest re- 
vealed innumerable pulmonary metastases of vari- 
ous sizes. The patient deteriorated rapidly and died 
2 months after his last admission to the hospital. 
Autopsy revealed multiple metastases in the lungs, 
liver, mesentery, chest wall, ribs, peritoneum, scalp, 
and epidural spaces. 

The original tumor of the thigh gave the ap- 
pearance of a cellular fibromatous tumor of question- 
able malignancy, with foci of bone formation. The 
tumor was regarded as a low grade fibrosarcoma. 

The pulmonary tumors removed at the second 
operation proved to be pulmonary metastases and 
presented transition phases between the findings 
from the original tumor and those from the autopsy 
sections. These sections of tissue removed at autopsy 
revealed the diagnosis of extraskeletal osteogenic 
sarcoma. 

The histological findings in this case support the 
theory that mesenchymal cells which differentiate 
into neoplastic fibroblasts (fibrosarcoma) can also 
differentiate into neoplastic chondroblasts and osteo- 
blasts. BLACKWELL Markuaw, M.D. 


Adhesive Bands Arising in the Corpus Adiposum 
of the Knee Joint as an Independent Disease 
(Die Verwachsung des Kniegelenkfettkoerpers als 
selbstaendiges Krankheitsbild). J. KASTERT. Chirurg, 
1953, 24: 390. 

In 28 of 205 patients admitted to the author’s 
service with a diagnosis of tuberculosis of the knee 
joint, in the period from December, 1948 to Decem- 
ber, 1952, adhesive strands were found at operation. 
In 2 of these patients histologic examination of the 
removed strands gave a positive diagnosis for tuber- 
culosis; in all of the rest a mere chronic nonspecific 
inflammatory process was found. 

_ In 16 of these subjects there was only one strand, 

in 6 there were 2 strands, and in the remainder there 

were more than 2. In 7 instances a history of trauma 

Was procured, in 3 instances there was a previous 

history of articular rheumatism, in 4 there was a 

history of healed, or stationary, hilus pulmonary or 
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bone tuberculosis. In 7 patients there was present 
at the time of initiation of the symptoms a non- 
specific infective affection (tonsillitis, or influenza). 

Following arthrotomy with removal of the strand, 
the functional stage of the joint in 7 instances was 
normal, or nearly normal, in 11 instances the knee 
could be flexed to a right angle, in 5 the movements 
of the joint were markedly limited. In no instance 
did the knee joint become immobile. 

The symptoms of the affection consisted of slight, 
clear, straw-colored effusion into the joint. In ad- 
dition to the typical pains and tenderness in the 
region of the lower end of the patella on movement 
of the joint, there was tenderness to pressure to the 
right or left sides of the patella or deep in the joint. 
A limitation of flexion of the knee was nearly al- 
ways present. At times there was a hyperthermia 
of the involved knee joint and some swelling. 

Roentgenologic examination of these joints dis- 
closed a slight narrowing of the articular interspace, 
or a slight widening. Occasionally there was evi- 
dence of a decrease in the distance between the pa- 
tella and the profile of the condyles. 

At operation the only finding, after lifting away 
of the patella, was the adhesive strand, usually 
originating at the midline of the corpus adiposum, 
close to the lower end of the patella or further down 
toward the attachment of the patellar tendon to the 
tibia. From its origin it passed to the intercondy- 
loid fossa, the medial side of the condyle, the con- 
dylar articular surfaces, the cruciate ligaments, or 
the tibial articular surface. It was usually about 
the thickness of a lead pencil and became taut 
with flexion of the joint. 

The author recommends that in the presence of 
symptoms of chronic synovitis of the knee joint the 
possibility of the presence of this adhesive strand 
should be borne in mind. An exploratory arthrotomy 
will uncover the presence of the trouble and simple 
removal of the adhesive band will lead to rapid cure. 

Joun W. BRENNAN, M.D. 


Two Cases of Obstetric Epiphysial Slipping of the 
Proximal End of the Tibia (Deux cas de décolle- 
ment épiphysaire obstétrical de l’extrémité proxi- 
male du tibia). Lucio PARENZAN. Acta orthop. belg., 
1953, 19: 169. 

Two cases of neonatal slipped epiphysis are de- 
scribed. The symptoms were identical in both: 
(1) considerable decrease in motion of the affected 
limbs, (2) definite deformity of the limb with some 
swelling, especially at the knee, and with displace- 
ment of the axis of the leg inward and backward 
with respect to the axis of the thigh, (3) disappear- 
ance of this deformity with traction, and (4) limita- 
tion of motion on flexion and extension whereas the 
lateral mobility was increased. 

Although many clinical fractures favored the 
diagnosis of fracture of the upper tibial diaphysis, 
this was ruled out roentgenographically. The facts 
that the deformity disappeared only when traction 
was maintained and that sudden motions produced 
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soft crepitation ruled out dislocation. In 1 case, the 
combination of clinical signs of fracture with roent- 
genologic signs of dislocation fulfilled Camera’s cri- 
teria for epiphysial slipping; in the other case, the 
diagnosis was easier because the epiphysial center of 
ossification had already appeared. 

The cruciate ligaments are the only ones at the 
knee which insert into the tibial epiphysis, whereas 
all the others insert below the epiphysial plate. This 
plate is thus intra-articular, whereas it is extra- 
articular in the femur and humerus, which explains 
the more frequent occurrence of slipped epiphysis in 
these bones. 

In 1 case, the leg was merely immobilized in trac- 
tion for 10 days. In the other case, traction was 
applied for 15 days to the leg in flexed position. 
Absolute immobilization was not attempted. Rapid 
union occurred and motor function was completely 
restored. Treatment is simple because the articular 
capsule prevents serious displacement. It is true 
that in 1 case very slight valgus position was noted 
at 15 months, but this probably represented the 
pathologic course of the lesion which no orthopedic 
treatment could have prevented. 

Jonas BRACHFELD, M.D. 


Osteochondritis Dissecans and Similar Lesions of 
the Talus. A Report of 55 Cases with Special 
Reference to Etiology and Treatment. Sture 
RopEN, Paut TILLEGARD, and Lars UNANDER- 
ScHARIN. Acta orthop. scand., 1953, 23: 51. 


The authors review 55 cases of osteochondritis 
dissecans observed at the Karolinska Institutet 
which have been collected over a period of 15 years. 
Trauma is thought to be the definite etiological 
factor in the lesions on the lateral side. These lateral 
lesions were present in 19 of the 55 cases. All of 
the patients had symptoms of traumatic arthritis. 
The loose body was removed in about half of the 
cases with good results. The remaining cases were 
followed up for a number of years; the patients had 
only moderate symptoms which did not affect their 
capacity for work. 

In 40 patients the lesion was located in the medial 
angle of the talus. It was believed that trauma 
could not be etiologically implicated in these cases. 
In about two-thirds of this series the lesion was dis- 
covered accidentally. Operation was performed in 
about 25 per cent of the 40 patients having lesions 
in the medial aspect of the talus. All of these con- 
ditions were improved and most of the patients 
were asymptomatic at follow-up examination. 

In contrasting further the medial and lateral 
types, the authors conclude that the traumatically 
induced lateral lesions were generally associated 
with pronounced symptoms whereas the medial 
lesions were only mildly symptomatic. Therefore, 
operative intervention was carried out in about half 
the lateral lesions and in only 7 of 41 medial lesions. 
The operation consisted only in excision of the 
osteochondritic focus and was therefore quite a 
minor procedure. 


The authors recommend early removal of the 
loose body in symptomatic cases and in patients 
having mild symptoms associated with x-ray evi- 
dence of necrosis. The incidence of arthrosis de- 
formans is strikingly high even in cases in which the 
traumas have been of mild character, which findings 
should point to earlier operative intervention. 

D. Keita McEtroy, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Joint Stabilization Through Induced Ligament 
Sclerosis. GrorcE S. Hackett. Ohio M.J., 1953, 
49: 877. 

It is the author’s opinion that the most frequent 
factor in the etiology of chronic and recurrent low 
back pain is sacroiliac relaxation, a fact that has 
been eliminated from consideration in the past two 
decades. The injection of a sclerosing solution into 
ligamentous structures causes a local inflammatory 
reaction, induced by the irritant. This is followed 
by the formation of fibrous bands which cause a 
tightening up of the relaxed ligaments. Sclerother- 
apy has been used in the past in the treatment of 
hemorrhoids, hernias, hydroceles, bursae, ganglions, 
and angiomas, with variable success. Leriche advo- 
cated infiltration of the ligaments with procaine for 
the relief of pain. 

The sacrum is not held in place by virtue of its 
position, but is suspended from the iliac bones by 
very strong posterior sacroiliac ligaments. The an- 
terior sacroiliac ligaments are very weak and do not 
give the most satisfactory support. The sacroiliac 
joint is a gliding joint rather than a hinge joint. 
A sprain of the posterior sacroiliac ligaments may be 
caused by a single injury or may result from chronic 
strain in the course of the patient’s employment. 

Relaxation of the posterior sacroiliac ligaments 
causes displacement of the top of the sacrum which 
cannot be demonstrated by routine x-ray examina- 
tion because it is so slight. The pain caused by 
relaxation of the sacroiliac ligaments may be of a 
stabbing, or more of an aching character. The pain 
may be unilateral or bilateral with referred pain 
down the back of the thigh to the calf. 

The area of tenderness is discovered by pressure 
of the examiner’s finger and is usually localized by 
the patient in one particular area, i.e., over the 
affected sacroiliac area. The author examines the 
patient in the standing position with his torso bent 
forward and with the arms hanging free. Grasping 
the iliac bone with his hand, the examiner’s thumb 
is placed over the sacroiliac groove. The pressure 
in that area causes the patient to flinch and to tell 
the examiner that “this is the place.” To confirm 
the diagnosis, 10 c.c. of a local anesthetic are in- 
jected into the sacroiliac joint. Once the diagnosis 
is established the author uses a sclerosing solution 
which is injected into the same area. 

In more than 1,000 injections no infection, hema- 
toma, sloughing, paralysis, paresthesia, or any other 
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detrimental result has occurred. The author uses 
an average of 5 to 7 treatments. A total of 253 
patients were treated in the past 14 years. The 
treatment was successful up to 85 per cent. The 
failures were attributed to the wrong diagnosis, the 
coexistence of other diseases, and the fact that some 
patients did not give full co-operation. 
Grorce I. Reiss, M.D. 


Autoplastic Reconstruction of the Amputated 
Thumb (Reconstruction autoplastique d’un pouce 
amputé). C. VERDAN. Helvet. chir. acta, 1953, 20: 213. 


The different types of operations for reconstruc- 
tion of the thumb depend on the length of the 
stump after amputation, the presence or absence 
of the first metacarpal being of major importance. 
The anatomical and functional condition of the 
other fingers is next in importance. 

A reconstructed thumb should have not only a 
solid grip but also controlled active movements 
and sufficient sensibility for pain, touch, and heat. 

The reconstruction can be made from: 

(a) elements from the wounded hand, 

(b) distant tissues (skin, fat, and bone), 

(c) a toe, or 

(d) a finger removed from the other hand. 

Operations belonging to the first group (a) pro- 
duce a quicker restoration, while operations be- 
longing to group (c) give place to new mutilations. 

The possibilities of operations belonging to group 
(a) have multiplied recently with the development 
of reconstructive surgery. This group includes the 
five following procedures: 

1. Phalangization of the first metacarpal 

2. Lengthening of the first metacarpal with a 

pedicled skin graft (taken from nearby) 

3. Pollicization of the index finger 

4. — of the middle finger (Hilgen- 

eldt 

5. Transplantation of the ring finger after re- 

moval of its metacarpal (Letac and Chippaux). 

The possibilities of each of these operations are 
considered by the author and a brief description 
of each one is given. 

In choosing one of these different operations for 
a certain case proper consideration should be given 
to the patient’s profession and to the additional 
mutilation the operation will cause in case of 
failure. 

Operative procedures belonging to group (b) con- 
sist in lengthening the operative stump with bone 
and a pedicled skin graft taken from a distant area. 
This kind of operation should take place only when 
the stump retains good mobility and the thenar 
muscles are in good condition. 

The following techniques are proposed: 

1. A tubular skin pedicled graft is made, and 
after it has taken to the stump a bone graft is in- 
troduced (Nicoladoni). 

_ 2, The same kind of operation as just described 
is done but the bone and skin graftings are done 
simultaneously (Albee-Neukauser). 
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3. A pedicled skin graft is placed over a rib, 
care being taken not to break the connection be- 
tween the skin and the periosteum (Carcassone). 

4. A bone graft is introduced into the skin of 
the abdomen and after sufficient time has elapsed 
for its nutrition a pedicled skin flap containing the 
bone graft is prepared and both are simultaneously 
transplanted. 

The author operated on 1 patient by using a 
combination of the various preceding techniques 
to procure a better result. A costal graft was intro- 
duced into a tubular cutaneous graft from the ab- 
domen during its preparation. At a second stage 
the tubular graft was sutured to the hand, 1 month 
after the previous operation. During this second 
operation the metacarpal extremity was only put 
in contact with the bone graft. 

Three weeks afterward the abdominal extremity 
of the tubular graft was severed and the new finger 
was shaped. 

The final stage was done 1 week later when 
osteosynthesis was performed, care being taken to 
put the bone graft in slight radial abduction in re- 
lation to the metacarpal so as to permit opposition 
of the thumb. 

The final result was good as the patient adapted 
himself quickly to his new condition and carried on 
nicely with his work. Photographs and roentgeno- 
grams in the original article illustrate the case. 

The author concludes that restoration of an am- 
putated thumb is not merely a possibility, but a 
feasible and desirable operation in many more 
cases than it has usually been done. 

Joao B. Vianna, M.D. 


Débridement of the Tuberculous Focus, and Treat- 
ment of the Dead Cavity in Iliosacral Joint Tu- 
berculosis (In Japanese). Yosuiro Kririta and 
HmeEnori NAKAJIMA. Arch. jap. chir., 1953, 22: 148. 


For a number of years the authors have been 
practicing surgical débridement of the tuberculous 
focus in instances of iliosacral tuberculosis. Since 
the advent of penicillin and streptomycin, even a 
fistula has not been considered a contraindication 
to the operation, but, of course, the lesion must 
be in a stage of quiescence. It was thought that 
the débridement might shorten the period of treat- 
ment and, incidentally, forestall the development 
or aggravation of a pelvic deformity. This latter 
consideration was of special significance for the 
young females (2) in this material. 

Following the débridement, the residual cavity 
was treated by leaving the dead space to close of 
itself in 2 instances; in 4 other instances the cavity 
was filled with a pedunculated muscle flap taken 
from the adjacent psoas muscle. With both of these 
methods the osteogenic processes for producing clo- 
sure of the residual cavity and for fixing the joint 
itself, were slow in developing. This delay, nat- 
urally, brings with it the danger of recurrence of 
the tuberculous lesion and of the development of 
pelvic deformity. In fact, in 1 instance the lesion 








was still not completely localized 6 months after 
the operation and the joint was still not completely 
fixed, so that the patient was reoperated upon and 
the residual cavity was packed with bone chips. 
After this latter procedure satisfactory osteogenesis 
began almost at once. 

In 2 instances the cavity was packed with bone 
chips which were chiselled from the surrounding 
healthy bone. Finally, in 4 cases a transplant of 
cancellous bone, more or less of a size and shape to 
fit the residual cavity remaining after the débride- 
ment (a cavity which was frequently rather exten- 
sive), was taken from the ala iliaca. Any inter- 
stices resulting were then packed with bone chips. 

After the two last described techniques, osteo- 
genesis began almost immediately and continued 
satisfactorily, as shown by roentgenologic examina- 
tion, and in no instance was there any evidence of 
exudation on histologic examination. The joint be- 
came fixed early and firmly and there was no evi- 
dence of the development of pelvic deformity, or 
any increase in a pelvic deformity which already 
existed. 

The authors consider the last 2 methods men- 
tioned as equally efficient in the matter of biologic 
stimulus effect; however, it would seem only ra- 
tional to conclude that the better method would 
be that of the cancellous bone transplant, because, 
in addition to the biologic stimulus effect of the 
bone tissue packing of the residual cavity, there 
would be a supportive mechanical, or dynamic, ef- 
fect resulting from the resistant character of the 
mass of cancellous tissue transplanted. 

Joun W. BRENNAN, M.D. 


Injuries and Surgery of the Semilunar Cartilages. 
Pathology and Critical Analysis of 500 Oper- 
ative Cases (Ueber Meniskusschaden und Menis- 
kusoperation unter kritisher wuerdigung von rund 
500 operierten Faellen). Rotr Herzoc. Muench. 
med. Wschr., 1953, 38: 1076. 


This article is a historical review with enumera- 
tion of all the major facts concerning minor tears 
observed and registered in the past years. The 
special role of the general practitioner in diagnosing 
the early symptoms of traumatic lesions is stressed. 
Meniscus lesions are divided into two groups— 
traumatic damage and degenerative changes. 

In diagnosing changes from a pathological view 
only, degenerative processes in an early stage can 
be determined. After a few months the traumatic- 
ally damaged meniscus will produce a picture of 
degeneration just as a degenerative process would 
do. The symptoms in both groups are the same. 
The main criteria for incarceration are pain on hy- 
perextension and pain in adduction (pain due to a 
damaged internal ligament occurs on abduction) 
the joint space is filled out, and there is pain on 
rotation. 

Pneumarthrography, although of no value in 
small injuries, will be helpful in many cases. The 
treatment of fresh cases is conservative; the knee 
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is placed into a cylinder cast from ankle to trochanter 
for 3 weeks. Incarceration must be relieved before- 
hand by manipulation or traction. Difficulties 
present after the cast is removed point to persistent 
meniscus pathology. Surgery is absolutely neces- 
sary because if the damaged cartilage is allowed to 
remain in the joint, arthrosis deformans is a cer- 
tainty. Arthrosis deformans also may develop post- 
operatively, but such incidence is slight. Antibiotics 
and clean operative techniques minimize the post- 
operative complications. The surgical technique is 
described. 

The author has treated 550 patients with meniscus 
lesions from 1946 to 1953. Of these, 500 were 
operated upon. Two hundred and forty-one were 
followed up and studied by means of physical exam- 
ination and questionnaires. One-third of all the 
patients were women. Of all the patients, only 42 
did not remember having suffered a trauma of some 
kind. In the series of 241 patients, 92 are completely 
free from symptoms and enjoy the normal amount 
and degree of occupational and sport activities. 
Some of them are champions in skiing and athletics. 
Fifty-nine have some difficulties. This group also 
includes those who have no trouble in daily life, but 
experience difficulties on special effort. Of great 
significance is the time elapsed between the onset 
of the symptoms and surgery. In the group with 
complete recovery, the lapse of time was 1.8 years. 
In the latter group, 3.8 years were allowed to lapse 
before surgery. Almost all roentgenograms showed 
some form of arthrosis deformans. In most of them 
changes were noticeable in the cartilaginous sur- 
faces of the joint already during the operation. In 
21 cases, an unstable knee joint resulted, but loos- 
ened ligaments were already noted before surgery. 
In 2 cases, an unspecific thrombophlebitis, and in 
another 2, with unspecific infection of the joint, 
early active after-treatment had to be delayed, 
which resulted in the establishment of arthrosis 
deformans. 

In his summary the author states that as soon as 
the diagnosis of irreparable tear of the semilunar 
cartilage is established, surgery has to be performed 
promptly. Only in this way can one avoid the de- 
velopment of full-blown arthrosis deformans and 
obtain a fully functioning joint. 

Otto WErss, M.D. 


FRACTURES AND DISLOCATIONS 


The Fracture Blister. Wittram R. BuckLEy and 
WALTER C. Lositz, Jr. N. England J. M., 1953, 
249: Il. 

The fracture blister may be noted before applica- 
tion or after bivalving of a plaster cast. It is usually 
produced by direct trauma and is always associated 
with severe soft tissue injury and an embarrassed 
circulation at the fracture site. Actual treatment of 
the lesion is variable and it may, at times, serve as a 
deterrent to open reduction. The authors sought to 
study the histopathology of the formation and heal- 
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ing of the bulla so that definite treatment might be 
outlined. 

Ten cases were selected for study. Of these, 9 
were seen in males. The fracture was in the lower 
leg or foot in 8 cases, and below the knee in all cases. 
The blister may be seen as early as 12 hours after 
trauma or may appear as late as 25 days. Prompt 
reduction of the fracture did not seem to influence 
its occurrence. 

Regarding histopathology, the surface of an in- 
tact bulla is composed of a normal corneal layer over- 
lying markedly compressed epidermal cells. The 
contents of the bulla are acellular and are made up of 
amorphous, pink-staining material. Most of its 
floor is situated at the dermoepidermal junction. The 
underlying cutis is markedly edematous and contains 
many extravasated red blood cells. The blood vessels 
of the middle and lower cutis disclose a moderate to 
marked perivascular infiltrate consisting chiefly of 
polymorphonuclear leucocytes and lymphocytes. 
An occasional blood vessel shows endarteritis. The 
sweat gland structure appears normal. The glands, 
however, are surrounded by a moderate to marked 
infiltrate consisting chiefly of polymorphonuclear 
leucocytes and lymphocytes. 

The rate of healing of the underlying epidermis de- 
pends on the size of the bulla, retention of epidermal 
cells on its floor to serve as a nidus, and its dermal 
blood supply. From their histological studies, the 
authors conclude that when the size of the bulla has 
been constant for approximately 5 days, treatment 
may consist of unroofing and the application of a dry, 
sterile dressing. Lovicxk E. Dickey, Jr., M.D. 


Critique of Articular Replacement. S. S. Hupacx, 
W. H. McGaw, W. S. Duncan, J. E. Brown, and 
others. Arch. Surg., 1953, 67: 297. 


Animal experiments were carried out and the fol- 
lowing objectives were sought: (1) a biologically 
inert material with suitable physical characteristics; 
(2) dispersion of stress to the host tissue; (3) un- 
disturbed vascular supply; (4) restoration and 
maintenance of form and function. 

Various materials for replacement elements were 
tested for tissue reaction, electrolytic activity, and 
weight. Nylon, kel-F, saran, vinyon, orlon, lucite, 
and luxene were the most satisfactory. 

The clinical data are based on 63 cases and 66 
operations. There were 31 Judet, 14 Austin Moore, 
14 C. R. Murray, 4 McBride, and 1 Eicher ap- 
pliances. The conditions in which these elements 
were used were: fracture of the upper extremities of 
the femur with nonunion or aseptic necrosis, de- 
generative arthritis, rheumatoid arthritis, congenital 
dislocation of the hip, and several other conditions 
of less importance. 

The posterolateral approach was used seventeen 
times, and the anterior approach, forty-seven times. 
The method of postoperative fixation was discussed 
as well as the complications. There was 1 operative 
death. The follow-up study extends from a few 
months to 5 years. 


The authors state that no articular replacement 
will give a normal hip joint. Six indications are 
given for the use of articular replacements and a 
group of contraindications are recommended. The 
authors believe that dispersal of strain on the host 
tissue can be improved, and that replacement ele- 
ments must be made lighter. The ideal plastic has 
not yet been found. 

RICHARD J. BENNETT, JR., M.D. 


Amyotonic Amputations at the Root of the Limbs. 
F. PAES DE VASCONCELLOS. Arg. pat., 1953, 24: 418. 


The author is mainly concerned with recent modi- 
fications in the technique of performing amyotonic 
amputations of the interscapulothoracic and inter- 
innominoperineal types. 

In summarizing the basic conditions for these he 
points out that muscles should not be divided; they 
should either be removed in their entirety or left 
intact in the stump. Also, skin incisions should be 
such that they meet where the vessels and nerves 
and the deep insertion of the muscles are situated. 
The cutaneous flaps thus delimit two areas. The 
first one contains the intact muscles left behind and 
intimately attached to the flap through the aponeu- 
rosis. These muscles should be sutured in the neigh- 
borhood of, and covering, the bone end; thus, there 
is an open stump permitting drainage. The bone 
end is not left exposed, and the chances that the 
retraction of the flap will make secondary suture 
difficult are diminished. The other flap forms a 
wide-open pocket which permits easy drainage and 
prevents spread of the infection along the tissue 
planes. 

In doing the forequarter amputation the author 
makes a superior and an inferior skin flap. The 
essential steps in this procedure are as follows. The 
incision starts 0.5 inch from the sternoclavicular 
joint, runs along the clavicle to its middle, and then 
proceeds to the humeral insertion of the pectoralis 
major muscle by passing along the deltopectoral 
groove. The latter muscle is detached from the 
deltoid and the humeral insertion. The clavicle is 
sectioned in its middle, the subclavius muscle re- 
leased, and the medial end of the cut bone is left in 
situ or subperiosteally disarticulated from the ster- 
num as necessary. The vessels and nerves may 
now be ligated and divided (if more wide exposure 
is needed, the incision is prolonged posteriorly and 
the trapezius is released from its clavicular attach- 
ment). The pectoralis minor is removed from its 
costal attachments. The superior flap is now com- 
pleted by carrying the incision outward from the 
point on the clavicle where it entered the delto- 
pectoral groove. This incision outlines the bony 
frame of the shoulder and passes over the scapular 
spine to its vertebral border. 

The inferior incision is continued from the end of 
the level of the insertion of the pectoralis major into 
the humerus, and around the medial surface of the 
upper arm to the level of the lower border of the 
humeral insertion of the latissimus dorsi. Thence it 
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passes upward to meet the superior incision at the 
spine of the scapula. The tendon of the latissimus 
dorsi and the aponeurosis of the trapezius, which is 
inserted in the inferior border of the spine, are 
divided. The shoulder girdle is dislocated outward 
and the muscular fibers of the serratus magnus, 
omohyoid, and levator scapulae are severed. The 
rhomboidei, major and minor, are freed from the 
vertical border of the scapula. The tendons of the 
latissimus dorsi and the pectoralis major (if not 
severed), the aponeurosis of the trapezius, the omo- 
hyoid, levator scapulae, serratus magnus and the 
rhomboidei are sutured together to maintain thoracic 
expansion and prevent flap retraction by virtue of 
their intimate attachment to the skin flap. 

In the hindquarter amputation the classical pos- 
terior or gluteal skin flap is made very small as the 
gluteal muscles are completely removed. The skin 
incision is carried along the iliac crest from the 
posterior superior iliac spine and continued along 
the inguinal ligament toward the pubic crest; if 
necessary, a small anterior flap is made. The liga- 
ment is divided at each end and the spermatic ves- 
sels and the cord are drawn medially after division 
of the external ring. The iliac crest muscles are 
divided posteriorly up to the iliolumbar ligament, 
and the peritoneum and related structures are with- 
drawn medially. The external iliac artery and vein, 
the femoral nerve, and the obturator vessels are 
sectioned. The greater sciatic notch and foramen 
are exposed and the superior and inferior gluteal 
arteries are ligated and divided. The sacral plexus 
is identified and the sciatic and obturator nerves are 
sectioned. The pyriformis is detached from the 
sacrum, the sacrosciatic ligament is divided, and the 
ischial spine is cleaned of its muscular attachments. 
The obturator internus is carefully separated from 
the pubis. The leg is turned upward and the skin 
incision is carried down from the gluteal fold to 
reach the end of the superior incision and form a 
small posterior flap. The flap is freed and the 
gluteus muscle is separated from the bony origin. 
The horizontal ramus of the pubis, the ascending 
ischiopubic ramus, and the dorsum ilii near the 
synchondrosis are cut through with the Gigli saw. 
The psoas muscle is detached from the lumbar area 
and the aponeuroses, muscles, and ligaments are 
sewn together. Ranes C, Cuakravorty, M.D. 


A Re-Examination of Cases of Pseudarthrosis of 
the Navicular Bone Operated on According to 
Bentzon’s Technique. OLor PErEy. Acta orthop. 
scand., 1953, 23: 26. 


All the known methods of treatment of fractures 
of the carpal scaphoid are reviewed and the results 
as published by the various authors are given. 

The author reviewed 17 cases in which treatment 
was done by interposing a flap of subcutaneous tissue 
between the fragments of the pseudarthrosis. This 
is the method of Bentzon and Randléf-Madsen. 
The average time interval between the fracture and 
the operation was 4 years. Fifteen of the patients 
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were followed up carefully and re-examined at an 
average of 5 years following this operative procedure. 
All of the patients were engaged in heavy labor, and 
all but 1 returned to heavy labor after surgery. Ten 
patients were almost free from pain and 4 had only 
slight pain. 

All of the patients had some limitation of motion 
at the wrist joint, and in almost every case the 
strength of the grip was decreased. 

D. Kerra McE roy, M.D. 


Arteriography of the Hip Joint for Predicting End 
Results in Intracapsular and Intertrochanteric 
Fractures of the Femur. FREDERICK W. Rook. 
Am. J. Surg., 1953, 86: 404. 


At the time of surgery for internal fixation of 
intracapsular fractures of the hip a 35 per cent solu- 
tion of diodrast is injected into the femoral artery 
below the level of the inguinal ligament. Roent- 
genograms are taken and the arteries supplying the 
femoral neck and head are visualized. This proce- 
dure was done in 12 patients with intracapsular and 
intertrochanteric fractures. The authors were unable 
to draw any definite conclusions but hoped that this 
test would stimulatefurther investigations along these 
lines. It would be possible then to tell whether or 
not the blood supply to the femoral head is adequate 
and whether the fractures will unite satisfactorily or 
whether the femoral head will undergo aseptic 
necrosis. Georce I. Reiss, M.D. 


Slipping of the Upper Femoral Epiphysis, Signs of 
Endocrine Disturbance, Size of the Sella Tur- 
cica and 2 Illustrative Cases of Simultaneous 
Slipping of the Upper Femoral Epiphysis and 
Tumor of the Hypophysis. L. LOrcren. Acta 
chir., scand., 1953, 106: 153. 


Among the many theories advanced as to the 
cause of epiphysiolysis, trauma, endocrine dis- 
turbances, and tumor of the hypophysis (recent) 
constitute the most important ones. Exponents of 
the traumatic theory base their time-honored opin- 
ion on the fact that well over 40 per cent of the 
patients mention trauma as being coincidental with 
the onset of the first symptoms. Advocates of the 
endocrine theory maintain that bilaterality, age, 
adiposity, and hypogenitodystrophy are indubitable 
evidence of endocrine dysfunction. 

More recently (1947 to 1953) the author has en- 
countered 16 cases of slipped femoral epiphysis at 
the Orthopedic Hospital of Invaliidiséatié in Hel- 
singfors, Finland. In 2 of the cases he noted a 
simultaneous hypophyseal tumor, which in his opin- 
ion confirms that epiphysiolysis may be endocrine 
in origin. Eleven of the 16 patients were males and 
5 were females. The boys, whose ages ranged from 
15 to 20, were of two types. The very tall and thin 
boys with adiposogenital features, and those of 
average height of heavy build with well developed 
genitalia and masculine hair distribution. All the 
girls were tall for their respective ages; 2 were 
exceptionally tall. Significantly enough, the female 
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patients were not only tall, but stout, and all 
achieved sexual maturity earlier than usual. 

A great majority of the patients with slipped 
femoral epiphysis have longer extremities than the 
normal population in Finland. Moreover, it is to 
be noted that the arm length ratio is much greater 
than that of the legs. 

The author also observes that in his series the 
sella turcica is much smaller in the patients with 
slipped epiphysis than that usually found in normal 
adolescent children of corresponding ages. Hence, 
it is believed that epiphysiolysis is basically asso- 
ciated with endocrine disturbances, particularly 
those of the pituitary gland. 

This excellent article is replete with illustrations 
of the sella turcica and the detailed case reports of 2 
patients with bilateral slipping of the femoral 
epiphyses and pituitary tumors. 

SAMUEL L. GovERNALE, M.D. 


Insidious Metatarsal Fractures in Children (Schleich- 
ende metatarsalfrakturen bei kindern). O. Popp. 
Wschr. orthop., 1953, 84: 55. 


Although metatarsal stress fractures in adults have 
been well known for about 100 years, this condition 
has not been described in children until 2 cases were 
reported in 1947. The author presents his own ob- 
servations in a series of 6 children from 2 to 14 years 
of age. 

None of the histories mentioned trauma. Clin- 
ically there were no symptoms of rickets. Regard- 
ing the metatarsal fractures themselves, there were 
no outstanding differences in the x-ray patterns, and 
the clinical picture was quite similar in all of the 
cases. There was an insidious slight swelling of the 
forefoot, especially over the metatarsal involved, 
and the temperature of the skin was elevated, but 
this skin was of normal color. There was definite 
tenderness, and passive motion caused some pain. 
In 4 instances the second metatarsal was involved 
and in 3 instances the third metatarsal was fractured. 

The first x-ray films were taken between the first 
and tenth weeks after the onset of pain. These 
showed a fracture line in the distal half of the bone, 
the site of the fracture being surrounded by a spindle- 
shaped or even spherical-shaped callus in all of the 
cases. In some cases the axis of the bone fragments 
showed deviations from 5 to 10 degrees. After 3 to 4 
weeks of treatment with a walking caliper cast, x-ray 
films were again taken and invariably they gave evi- 
dence that some new bone structure had formed in 
the fracture line. The callus had diminished in size 
and some periosteal thickening was seen. Clinically 
a perfect recovery was brought about in all of the 
cases. 

This disease process in children parallels the typi- 
cal features of the stress fracture of the adult and is 
interpreted as a result of distortion between the 
factors of stress and physiological repair. It is not 
possible to explain satisfactorily how the fracture is 
brought about. Besides the mechanical factors, 
metabolic disturbances and a lack of vitamins A, D, 
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and C are thought to be responsible for this condi- 
tion in children. Mattuew H. Evoy, M.D. 


ORTHOPEDICS IN GENERAL 


The Rapidity of Osteogenesis in a Case of Diffuse 
Ossifying Fibroma (Données concrétes sur la ra- 
pidite des processus d’ostéogénése dans un cas de 
fibroma diffus ossifiant). L. FruHLING, H. SPEHLER, 
and Ep. WitHELM. J. chir., Par. 1953, 69: 821. 


The authors report the case of a 25 year old male, 
who was admitted on the suspicion of having a 
phlegmon of the left thigh. Seventeen days before 
admission he started complaining of indistinct and 
diffuse pains at the dorsal side of the left thigh, 
aggravated by muscular efforts. There was no his- 
tory of any major injury, but there was a possi- 
bility of microtrauma during his work. No fever 
was present. 

Seven days before admission a diffuse mass had 
been noticed in the thigh with elevation of tem- 
perature varying between 37.5 and 38.5 degrees C. 

At the time of admission a hard and slightly ten- 
der mass, the size of a grapefruit and seemingly 
fixed to the bone, was noted. Roentgen ray films 
did not reveal any abnormalities in the antero- 
posterior plane, but a thin radiopaque line was 
present in the dorsal muscular mass of the thigh 
on the lateral view. Within 3 days of penicillin 
treatment the temperature had returned to nor- 
mal. Other films taken ro days after the first ones 
revealed the presence of the shadow of a radiopaque 
mass within the soft tissues of the thigh; it was 
sharply outlined and of the size of a large orange. 
(The point is stressed by the authors that both 
roentgen ray series had been taken with exactly the 
same technique.) Diagnosis of a calcifying hema- 
toma was made. To rule out any malignancy the 
patient was operated upon 3 days later. 

Although the mass was not encapsulated it was 
easily and completely removed. Fibrous tissue sur- 
rounded the mass. Macroscopic examination re- 
vealed a tumor of almost stony consistency. It was 
difficult to cut the tumor with a knife. Microscopic 
examination after decalcification of the mass showed 
a dense fibroblastic tumor with necrosis in the cen- 
tral part. No capsule was found and fibroblasts 
were infiltrating in the surrounding muscle fibers. 
There was no evidence of malignancy. The periph- 
eral zones of the mass were ossified. Adult bone 
trabeculae had been formed. 

The rapidity of the bone formation in this case 
was further proved by the histological aspect, since 
the new bone trabeculae were lined with numerous 
osteoblasts, very densely packed. These osteo- 
blasts presented a very basophilic cytoplasm and 
definite Golgi network. This proved intense osteo- 
blastic activity. 

A diagnosis of diffuse intramuscular fibroma 
(desmoid tumor) with evidence of new bone forma- 
tion visible on x-ray films within 10 days was 
made. J. C. Mutter, M.D. 
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Mechanical Problems of Hip Arthroplasty with 
Methacrylatendo Prosthesis (Mechanische Prob- 
leme der Hueftkopfersatzplastik mit Methacrylaten- 
doprothesen). F. ENpLER. Wschr. Orthop., 1953, 
84: I. 

In this article the author tries to answer three 
main questions: 

1. What is the resistance of the different types 
of plastic material that are being used at the pres- 
ent time in the manufacture of hip prostheses? 

2. Does the type of placement of the prosthesis 
have any bearing upon the function of the pros- 
thesis? 

3. What are the causes for failure of hip pros- 
thesis? 

The author does not reach any definite conclu- 
sions to these three questions. His experiments 
were carried out in patients as well as cadavers. 
He used various types of prostheses and subjected 
them to a single maximum pressure test. The 
value of clinical application of the results gained 
by these experiments is doubtful. 

GeorcE I. Reiss, M.D. 


Studies on the Concentration of Streptomycin in 
the Treatment of Tuberculosis of the Joints. 
Mac FELLANDER. Acta orthop. scand., 1953, 22: 283. 


This excellent article emanates from the Ortho- 
pedic Department of St. Goran’s Hospital in Stock- 
holm. With full knowledge that 90 per cent of the 
tubercle bacilli are sensitive to streptomycin concen- 
tration of 1.5 mgm. per ml. in vitro, the author 
undertook a study to determine the optimal level 
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of bacteriostatic effect in tuberculous synovitis in 
vivo. 

The report consists of g cases of exudative tuber- 
culous synovitis of the knee in which complete in- 
hibition of the bacilli was achieved with a strepto- 
mycin concentration of 3.1 mgm. per ml. or less. 
Experimental evidence showed that when 1 gm. of 
streptomycin was given parenterally, the blood and 
the exudate of the knee joint disclosed streptomycin 
concentration of 1.3 to 1.2 mgm. per ml. for a period 
of 9 to 12 hours. Effective bacteriostatic influence 
was noted by the intramuscular injection of 0.5 gm. 
of streptomycin twice daily. 

The author next studied the effect of bacterial 
inhibition by the local injection of 1 gm. of strepto- 
mycin intra-articularly. Higher streptomycin blood 
levels and joint exudate were obtainable when this 
route was elected. The duration of the streptomycin 
concentration was found to be much longer (24 to 48 
hours) when injected locally. Allusion is made to 
the sharp rise of streptomycin concentration in the 
blood of patients receiving intra-articular injection; 
hence synovial membrane, be it normal or patho- 
logical, has an excellent dializing mechanism. More- 
over, this limited contribution unequivocally shows 
the to and fro movement of so an important anti- 
biotic, whether it be administered intra-articularly 
or intramuscularly. 

The author recommends 1 gm. of streptomycin 
intramuscularly daily, and 1 gm. intra-articularly 
twice weekly for 6 weeks. In addition, immobiliza- 
tion in a plaster casing for a similar period is 
suggested. SAMUEL L. GOVERNALE, M.D. 




















BLOOD VESSELS 


Direct Surgery of Arteriosclerosis: Resection of the 
Abdominal Aorta with Homologous Aortic 
Graft Replacement. Orman C. JULIAN, WILLIAM 
J. Grove, Witt1AM S. Dye, Joun Otwin, and MAx 
S. SADOVE. Ann. Surg., 1953, 138: 387. 


Arteriosclerotic changes in major vessels may re- 
sult either in dilatation of the vessel (aneurysm) or in 
occlusion. The obstructive type of lesion involving 
the lower abdominal aorta is known as Leriche’s 
syndrome. 

Resection of the dilated or obstructed segment of 
aorta and replacement of the defect with an homo- 
logous artery graft has become feasible with the 
availability of such grafts and with increasing 
knowledge of their behavior. 

The authors present 5 cases in which the lower 
abdominal aorta was resected and replaced by an 
arterial bifurcation homograft. Three operations 
were done for arteriosclerotic obstruction of the 
bifurcation, and 2 for aneurysms of the lower end of 
the abdominal aorta extending into both common 
iliac vessels. 

The first patient was a 46 year old white female 
with intermittent claudication of 14 months’ dura- 
tion. Aortograms demonstrated a complete block of 
the aorta above the level of its bifurcation. The 
aorta was transected above the inferior mesenteric 
artery and below the renal arteries, and a homo- 
graft containing an aortic bifurcation was used for 
replacement. She obtained relief of claudication in 
the right lower extremity and improvement of clau- 
dication in the left. The follow-up is of one year’s 
duration. 

The second patient was a 39-year old white male 
who complained of pain in the buttocks, thighs, 
and calves caused by walking half a block. A trans- 
lumbar aortogram showed a complete block of the 
aorta at its bifurcation. The inferior mesenteric 
artery was demonstrated to be occluded. A segment 
of aorta including the iliac bifurcation was resected 
and replaced with a homologous graft. Six months 


postoperatively there was relief of paresthesia and .- 


numbness in the legs, but claudication in the left leg 
and buttock after walking half a block persisted. The 
nutrition of both feet had improved. 

The third patient was a 56 year old white female 
who complained of bilateral thigh and calf inter- 
mittent claudication of 1 year’s duration and an ulcer 
over the right lateral malleolus of 6 months’ dura- 
tion. A bilateral lumbar sympathectomy was done 
without relieving the claudication. A translumbar 
aortogram demonstrated a complete block at the 
aortic bifurcation. The bifurcation of the aorta and 
common iliac vessels were resected and replaced 
with a graft. Six months postoperatively the patient 
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was able to walk without pain, and pulses were pal- 
pable to the ankle level on both sides. 

The fourth patient was a 54 year old white male 
who had severe pain and weight loss of 3 months’ 
duration and bilateral calf claudication after walking 
one block. Roentgenograms of the abdomen showed 
an aortic aneurysm with calcified walls. Each com- 
mon iliac artery was the site of a small aneurysm, 
independent of the main one. The aorta was tran- 
sected about 1 inch below the renal arteries and the 
aneurysm was removed. The common iliac vessels 
were ligated below the aneurysms, and the arterial 
circulation was re-established with a bifurcation 
graft. Postoperatively there were signs of arterial 
insufficiency on the right side which led to explora- 
tion of the right iliac artery 6 months after place- 
ment of the graft. A point of obstruction was found 
at the site of anastomosis of the graft. On follow-up 
examination the patient is improved but continues 
to have intermittent claudication on the right. 

The fifth case was a male patient with claudication 
of 13 months’ duration and a pulsating mass in the 
abdomen. A translumbar aortogram demonstrated 
a large aneurysm of the abdominal aorta arising be- 
low the renal arteries. The defect from the renal 
vessels down to the external iliac arteries was re- 
placed by a frozen homologous aortic bifurcation 
graft. The patient had immediate relief of pain and 
was dismissed from the hospital on the twelfth 
postoperative day. 

As an adjunct to surgery in these cases the anes- 
thetist used arfonad, a hypotensive agent. The trau- 
ma of the aortic blood pressure against the aortic 
hemostatic instrument was thereby lessened. 

FREDERICK W. Preston, M.D. 


Preliminary Experimental Observations on the 
Nature, Extent and Repair of Gunshot Injuries 
of the Aorta. Horace G. Moors, Jr., Ltoyp M. 
Nyuus, Epmunp A. Kanar, and HEnry N. HARKINS. 
West J. Surg., 1953, 61: 607. 


The authors report a case of a gunshot wound of 
the abdomen with perforation of the abdominal 
aorta. The defect in the aorta was repaired after 
excision of the obviously destroyed tissue, and the 
associated damage to the stomach, duodenum, and 
the right colon was repaired in the appropriate 
manner. The patient responded well until the 
twenty-second day after operation when the aortic 
wound repair disrupted, and in spite of heroic 
surgical measures the patient expired. Stimulated 
by this experience, and noting the absence in the 
literature of reports of adequate experimental work, 
the problem of gunshot wounds of the major vessels 
was studied in the laboratory. 

. The experimental work was carried out on the 
thoracic and abdominal aortas of anesthetized 
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mongrel dogs, using .177 and .22 caliber missiles of 
known weight and missile velocity. In the first part 
of the study the nature and extent of the injury. were 
determined. The defect in the vessel made by the 
missile “seems to be due to (1) the hole made by the 
simple passage of the missile through the wall, and 
(2) the bursting component due to displacement and 
overstretching of the arterial wall by the pressure 
changes adjacent to the missile and the temporary 
cavity following in the wake of the missile.” Ex- 
amination of the lesions demonstrated that the 
intimal damage was usually more extensivé than 
the apparent adventitial defect. Microscopically, 
the lesions did not extend further than 3 mm. beyond 
the grossly evident damage. Hypotension makes the 
aortic wall more mobile and allows for greater dis- 
placement with less damage than in normotensive 
vessels, and thus the lesions produced were smaller. 
In one group of experiments, the exposed aorta was 
covered with saline which is considered to have the 
same effect as normal surrounding tissue on the un- 
exposed vessel. This results in less displacement 
and overstretching, and thus less damage from the 
penetrating missile. 

Débridement and repair of the wound were then 
studied on the exposed aorta surrounded with saline 
and shot through with .22 caliber missiles. Repair 
without débridement was completely unsuccessful 
as the sutures tore through or a thrombus formed at 
the repair site. In tangential or excentric wounds, 
wedge excision débridement and transverse suture 
repair can be successfully performed. However, the 
alignment of the vessel is disturbed, and this, in 1 
animal, probably led to thrombus formation. The 
best repair involved segmental resection of the 
injured vessel and axial anastomosis, as this allows 
for adequate débridement and normal alignment of 
the vessel, and has the additional advantage of 
being a less time-consuming procedure. 

Victor M. BERNHARD, M.D. 


Transplantation of a Formaldehyde-Preserved Hu- 
man Aortic Graft in a Case of Accidental Injury 
of the Abdominal Aorta. M. W. VAN WEEL. 
Arch. chir. Neerl., 1953, 5: 233- 


This is a report of a case of inadvertent extirpa- 
tion of 2.5 cm. of an abdominal aorta together with a 
retroperitoneal teratoma. At the termination of this 
procedure it was noted that the aorta had been in- 


cluded in the resection. The patient was in acute © 


shock and the condition became critical, the lower 
half of the body being pale as wax and no pulsations 
being present in the peripheral vessels. Since there 
was no blood vessel bank in the Netherlands it was 
necessary to send for a formaldehyde-preserved ar- 
terial segment from the Utrecht University Surgical 
Clinic. The patient was reoperated upon 2.5 hours 
later. The two ends of the aorta were identified, the 
defect being present below the renal vessels and re- 
quiring a 5 cm. graft. The patient made a good 
response to the procedure with a normal circulation, 
and was soon active. 
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The graft had been obtained from the body of a 
man, age 28, removed under unsterile conditions 
within 24 hours of death, and preserved at room 
temperature in 4 per cent formaldehyde solution 
with a pH of 5.6. Two hours before the operation it 
was placed in physiological water to which 5 ml. of 
heparin and 300,000 units of penicillin had been 
added. The graft was 95 days old when it was used. 

Experimental work has favored this type of preser- 
vation. The advantage is that the preservation is 
simple, and the vessels become sterile and remain 
suitable for a considerable time. The correct pu is 
of considerable importance in insuring that the graft 
is exactly the substance most suitable for vascular 
suture. The graft is made ready for use by a brief 
treatment in the heparin-penicillin solution. In sum- 
mary, the circulation had been interrupted for 4 
hours and 45 minutes, and the follow-up period has 
now been 6 months; the patient is quite active at 
present. LERoy J. KLeEInsAsseEr, M.D. 


Experimental Vascular Grafts. Some Undesirable 
Gross and Microscopic Changes Observed in 
Arterial Homografts After Implantation into 
the Thoracic Aorta of Growing Pigs: A Prelimi- 
nary Report. Epmunp A. KANar, Lioyp M. Nyuvus, 
Everett J. Scumitz, Lester R. SAUVAGE, and 
others. Am. Surgeon, 1953, 19: 915. 


It has been demonstrated that arterial homografts 
do not show persistence of their cellular elements but 
rather act as scaffolding for the ingrowth of connec- 
tive tissue from the host to provide a conduit for 
arterial blood. Information concerning the fate of 
arterial homografts with reference to the combined 
factors of graft length, anatomic site of implanta- 
tion, duration of graft preservation, and growth of 
the host animal are of clinical importance in young 
patients requiring replacement of a longer segment 
of thoracic aorta as in coarctation. The authors deal 
with studies to clarify these points. 

Weanling pigs were used in the experiments. The 
desired segment of aorta was excised, and the aortic 
blood flow was promptly re-established by inserting 
and tying a polished lucite tubular shunt to the cut 
ends of the aorta after a preserved or fresh aortic 
homograft of appropriate diameter and length was 
sleeved upon the lucite tube. The excised fresh 
aortic segment was usually anastomosed almost im- 
mediately to the thoracic aorta of a companion pig 
being operated upon by a separate team. All except 
1 of the anastomoses were done with a continuous 
over-and-over suture of No. ooooo black silk on 
atraumatic needles; in 1 animal a continuous evert- 
ing mattress suture of catgut was used. Subse- 
quently, the pigs were sent to a farm for the period 
of rapid maturation, and the grafted segment and 
aorta were obtained from each animal. 

On gross examination, all the homografts were 
found patent at death (at 35 to 225 days); there was 
moderate fibrosis around each graft, but no evidence 
of calcification in the adjacent host tissues. How- 
ever, 8 of the 9 aortic homografts showed various 
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degrees of calcific degeneration, sharply limited to 
the graft and not involving the host aorta. Micro- 
scopic studies confirmed the belief that aortic homo- 
grafts undergo connective tissue replacement by in- 
growth from the recipient vessel. It seemed that the 
abdominal aortic homografts were associated with 
much greater incidence of calcific degeneration than 
the thoracic. Microscopic studies showed that the 
initial deposits of calcium make their appearance 
upon the elastic fibers of the media. The character- 
istic intimal lesion of atherosclerosis was not ob- 
served. The changes detected were more like those 
described in peripheral muscular arteries and desig- 
nated as Moenckeberg’s medial sclerosis. It appears 
that while aortic homografts function satisfactorily 
as conduits of blood for relatively short periods of 
time, they may prove to be unsuitable for use in 
growing human patients if further studies bear out 
the preliminary observations reported here. The 
degenerative changes observed in the grafts may be 
more directly related to the nature of the antibody- 
antigen responses of the host rather than to the fac- 
tors of graft length, duration, or method of graft 
preservation. ALBERT M. Scuwartz, M.D. 


Congenital Arteriovenous Fistulas of the Extrem- 
ities (Les fistules artério-veineuses congénitales des 
membres). CHRISTIAN BourpE. J. chir. Par., 
1953, 69: 728. 

Congenital arteriovenous fistula of one of the ex- 
tremities may remain latent and asymptomatic a 
long period of time. The coexistence of osseous hy- 
pertrophy, skin lesions, and varicosities should focus 
the attention of the physician on this condition. 

The author observed 3 patients in whom the diag- 
nosis was certain and 4 in whom he suspected the 
presence of congenital arteriovenous fistula. 

As to the pathogenesis of the condition, the fact 
has been established that during the embryonal life 
numerous capillary communications exist between 
the arteries and veins. Persistence of such communi- 
cations leads to the formation of fistulas. As a rule, 
they are unilateral, nearly equally distributed be- 
tween both sides, and slightly more frequent in the 
lower than in the upper extremities. The legs are af- 
fected much more often than the thighs or feet. 

Cirsoid aneurysm may develop in normal skin or 
may be preceded by an angioma. As a rule, the fis- 
tulas are multiple. 

Dilatation of the affected artery, arteriolization of 
the proximal segment of the involved vein, and ven- 
ous congestion in the distal portion are the sequelae 
of a fistula. Acute vasodilatation is superimposed 
upon the mechanical factors. Increased local tem- 
perature of the skin above the fistula, excessive pers- 
piration, and hypertrichosis may be observed. Be- 
low the fistula trophic disturbances make their ap- 
pearance. Among general symptoms, fall of the 
blood pressure, particularly the diastolic pressure, 
and tachycardia may be mentioned. 

Hemihypertrophy is the most important sign. 
Among polymorphous skin manifestations, flat nevi, 
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angiomas, varices, and ulcerations occupy the most 
important place. A thrill, with or without a murmur, 
over the affected area is pathognomonic. The oscil- 
lometric index above the fistula is increased in com- 
parison with the opposite extremity. High oxygena- 
tion of the venous blood obtained from the involved 
area and angiographic evidence of a fistula confirm 
the diagnosis. 

The presence of osseous hypertrophy speaks for 
the congenital character of the lesion. 

As a rule, the evolution of the condition is slow 
because small vessels are most frequently affected. 
Recurrent venous thrombosis, spontaneous hemor- 
rhages, pains, cramps, or edemas may complicate 
the picture if large vessels are involved, and early 
treatment is indicated. JosepH K. Narat, M.D. 


The Use of Gelfoam for Support As Well As for He- 
mostasis in Vascular Surgery. Extiott S. Hur- 
wiTT. Angiology, 1953, 4: 418. 


Gelfoam was placed about fabricated arterial 
grafts in dogs for hemostasis. Specimens obtained 4 
days after operation showed the gelfoam to be 
loosely adherent and soggy, but as the survival per- 
iod increased it became progressively more inti- 
mately adherent to the transplant, so that from the 
tenth day on no line of cleavage could be dissected. 
The sponge appeared to serve as a scaffolding, within 
the matrices of which newly formed connective tissue 
was laid down. Absorption of the gelfoam was com- 
pleted some time between the sixty-fifth and ninety- 
ninth day. From the ninety-ninth to the three 
hundred and seventieth day there was a gradual in- 
crease in density of the adventitia which resulted in 
a graft and aortic wall of comparable thickness. 

However, the implication should not be made that 
this process of assimilation results in restoration to 
normal of the integrity of the tissues of the host. 
Invasion of the absorbing gelfoam aggregate by 
granulation tissue, and its subsequent conversion to 
fibrous tissue is a distinct advantage in vascular sur- 
gery. The organization of gelfoam into a fibrous 
sheath that becomes incorporated into the adventitia 
of a blood vessel or vascular graft and contains 
nutrient vessels may obviate the need for an addi- 
tional backing of plastic sponge or fascia lata around 
an aneurysm, blood vessel transplant, or a vessel 
subjected to thromboendarteriectomy. This fibrosis 
constitutes a contraindication to the use of gelfoam 
in gastrointestinal suture. 

If experiments in progress in the author’s labora- 
tory demonstrate that this fibrosis interferes with 
the growth of vascular anastomotic suture lines in 
young animals, the usefulness of gelfoam in pediatric 
vascular surgery will be limited. 

ALBERT M. Scuwartz, M.D. 


The Sequelae of Thrombophlebitis. 
LuKE. Angiology, 1953, 4: 413. 


For deep thrombophlebitis to have sequelae of 
any magnitude, the thrombotic inflammatory proc- 
éss must arise in or have progressed to the major 
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veins central to the junction of the profunda femoris 
with the superficial femoral vein. An early diagnosis 
of deep thrombophlebitis with signs and symptoms 
below the knee merits ligation of the superficial 
femoral vein just distal to the profunda in an attempt 
to prevent the process from invading the major veins 
and thus prevent the postphlebitic state. Twenty- 
five different surgical procedures have been advo- 
cated for the relief of the late complications of deep 
phlebitis, but their long term follow-up results have 
yet to be determined. The author recommends the 
excision of large definitely incompetent secondary 
varicose veins, lumbar sympathectomy in those who 
show evidence of an associated sympathetic dystro- 
phy in the damaged leg, and skin grafting as an aid 
in the healing of large ulcers. Apart from the above 
rare surgical procedures, therapy should be con- 
servative. If there is evidence of active infection in 
the leg, the patient is put to bed, the leg is continu- 
ously elevated in bed, and at periods during the day 
hot fomentations are applied, hourly quadriceps and 
leg muscle exercises are insisted upon, and anti- 
biotics are given. The majority of persons with 
postphlebitic complications come for treatment be- 
fore acute inflammatory changes have occurred and 
so they can be treated immediately on an ambulatory 
basis. An Unna’s paste bandage is applied up to the 
knee with an overlying elastocrepe bandage. 
During the healing period and continuously after 
healing the patient must follow the maintenance 
instructions which are labelled “The New Way of 
Life.” A series of 66 cases of postphlebitic ulcera- 
tion treated privately and followed up from 2 to 7 
years is presented. The largest group comprised 52 
patients who were treated conservatively by means 
of compression bandages, with or without initial 
bed rest, plus the author’s “new way of life’; 43 
healed cases without recurrences resulted. The “new 
way of life” consists of instructions for continual 
care of the postphlebitic leg including use of the 
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elastic stocking, frequent periods of rest with ele- 

vation of the leg during the day, the use of a bland 

cream, and avoidance of irritation or bruising. 
ALBERT M. Scuwartz, M.D. 


The Postthrombotic Ulceration of the Lower Ex- 
tremity: Its Etiology and Surgical Treatment. 
RoBeErT R. Linton. Ann. Surg., 1953, 138: 415. 


The essential pathologic change in postthrombotic 
ulceration of the lower extremity is incompetence of 
the valves of the deep venous system caused by a 
process of thrombotic obliteration of the lumen of 
the veins and followed by recanalization. This leads 
to a state of venous hypertension when the patient 
walks. Secondarily, the valves of the communicat- 
ing veins become incompetent and later the valves 
of the superficial veins lose their competency. 

The operative procedure consisting of radical re- 
moval of the superficial system of veins, ligation and 
division of the communicating veins on the inner 
and posterior aspects of the lower leg, interruption 
of the deep venous system of the thigh by ligation 
and division of the superficial femoral vein, and re- 
moval of a portion of the deep fascia of the lower 
leg has given excellent results in the treatment of the 
postthrombotic syndrome with chronic ulceration, 
when combined with adequate elastic support to the 
lower leg. 

The ulcerations must be healed and the areas of 
dermatitis must be cleared up before this type of 
operation can be performed. This is accomplished 
in the majority of patients by re-establishing, in 
part at least, the function of the “venous heart”’ of 
the lower extremity, by utilizing tight elastic com- 
pression bandages. 

A careful follow-up regimen is necessary for the 
best results in these patients since one is dealing 
with a chronic disease, and by operation alone it is 
only partially relieved and not completely cured. 

FREDERICK W. Preston, M.D. 

















OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Thorn’s Test and the Preoperative Evaluation of 
Surgical Risk (Prova de Thorn e avaliacao pré- 
operatéria dos riscos cirargicos). J. P. Lopes Pon- 
TES, PAscHOAL O. GRANATO, J. S. OLIVEIRA Cov- 
TINHO, and SyLvio FRAGA. Rev. brasil. med., 1953, 
10: 537. 

Thirty-one patients, awaiting surgery, were given 
the Thorn test. The first test was given on the even- 
ing of, or, at most, 3 days before, the operation, the 
second test was administered 6 hours after the initia- 
tion of the anesthesia, and, finally, 3 more tests were 
carried out consecutively on the second, third, and 
fourth postoperative days. The technique used for 
these tests was essentially the same as that described 
by Thorn et al. (J. Am. M. Ass., 1948, 136: 1,006) 
except that the Thorn counting chamber was used 
instead of that of Levy. 

Seventeen of these patients showed preoperatively, 
a decrease of circulating eosinophils of 50 or more 
per cubic centimeter of blood (absolute count) and, 
surprisingly, 14 presented decreases of less than 50. 
This surprising number of positive Thorn results 
might be expected to afford relatively unfavorable 
surgical prognoses to guide the preoperative placing 
of indications; however, the postoperative results 
in this group were not much different in this regard 
from the results procured in the negative Thorn 
group. In the latter group an intramuscular injec- 
tion of 25 mgm. doses, after the administration of 
ACTH, caused the circulating eosinophile count to 
sink within 4 hours to a level of 50 or more cells 
below that existing before the administration of the 
ACTH (at least, without a difference which would 
be statistically valid). Even in the 2 patients in 
whom there was actually an increase (55 and 30 
per cent, respectively) in the number of circulating 
eosinophils following the intramuscular injection of 
25 mgm. of ACTH, the results of the operations 
(gastrectomy and cholecystectomy, respectively) 
were very good. 

The postoperative counts exhibited a drop from 
the preoperative level which, again, was not statis- 
tically definite as between the Thorn positive and 
the Thorn negative groups, but it did present a 
rather typical relationship with reference to the 
severity of the surgical procedure (surgical shock). 
However, in both groups the eosinophil count re- 
turned to normal within the 4 postoperative days 
studied; indeed, at times, it was in excess of the pre- 
operative count, except in a few instances in which 
conditions (postoperative death, shock, hemocon- 
centration, hydration disturbances) apparently un- 
related to any exhaustion of the suprarenal cortex 
seemed to hinder the full return of the circulating 
eosinophils. 
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From the authors’ experience and from their study 
of the literature, it is concluded that the negative 
Thorn test is of value in prognosis and points to a 
favorable outcome of the operation. The Thorn 
negative test must be interpreted with great cau- 
tion; however, with the repetition of the test pre- 
operatively, especially with the application of higher 
dosages of the ACTH, this negative reaction may 
become positive and perhaps have some value in 
placing the indications for surgery in certain in- 
stances. Joun W. Brennan, M.D. 


Surgical Treatment of Suppurative Hidradenitis. 
D. Wynn Witutams. Brit. J. Plast. Surg., 1953, 6: 
231. 

Suppurative hidradenitis is a clinical entity which 
was first described (in 1839) by Velpeau as a par- 
ticular, circumscribed inflammation and superficial 
abscess of the axillary, mammary, and perianal 
regions. Brunsting (1939) published a detailed de- 
scription of the disease and directed attention to 
specific involvement of the apocrine glands of the 
skin, which are located in the axillae, the inguinal 
and genital regions, around the anus (the glands of 
Gay), and the mammary glands—especially in the 
areolar region. 

Suppurative hidradenitis is a disease occurring at 
or after puberty; it affects females more than males. 
The use of depilatories and deodorants has been 
stated to be the main causative factor; however, no 
convincing evidence to confirm this theory has been 
established. Trauma appears to play little or no 
part in the majority of cases. In view of the onset 
of the disease, often occurring at the age of puberty, 
psychological or endocrine factors should be con- 
sidered. 

The onset of the condition resembles closely that 
of any cutaneous lesion. One or more red and tender 
nodules appear in one of the sites of the apocrine 
glands, the inflammation continuing for 2 to 7 days; 
at the end of this period a soft area appears in the 
center of the nodule, but fluctuation may be difficult 
to elicit; the epidermis begins to exfoliate, and sub- 
sequently the discharge of a small amount of thin, 
oily fluid may occur; this discharge will continue 
for some days or weeks, gradually thickening and 
becoming fetid. The redness at the center and at 
the edges will then fade, but the induration remains 
unchanged. In those nodules not discharging spon- 
taneously, nor being incised surgically, termination 
may occur by resolution or absorption of the abscess 
contents, these becoming caseous and absorbed, 
leaving a dry, fibrous scar; in most instances there 
develops a gradual onset of the chronic phase, with 
variable intervals of temporary relief from fresh 
recurrences of inflammation. 

During the chronic phase, red and tender nodules 
reappear, surrounded by an area of brawny indura- 





510 


tion frequently associated with enlargement of the 
regional lymph nodes; sinuses develop and discharge 
a thick, yellow, fetid material; the opening of the 
sinus is large, as the result of necrosis of the sur- 
rounding epithelium. 

The walls of the infected gland disintegrate and 
subcutaneous tunneling develops. A probe entered 
through one sinus opening may be passed in many 
directions, and externally through the opening of 
other sinuses; this feature is particularly noted in 
perianal involvement. The necrosis surrounding the 
sinus may extend in the line of the tunneling and 
leave exposed tracts lined by unhealthy granulation 
tissue; such tracts may be bridged at certain points 
by intact skin; the surrounding skin has an atrophic 
appearance of a deep cyanotic color, commonly seen 
in chronic pyogenic infections. 

Excessive fibrosis of the subcutaneous tissue de- 
velops, especially in the lines of the subcutaneous 
tracts, and gives rise to tight bands which limit 
movement in the flexures, particularly in the axilla. 

Full courses of the sulfonamide drugs, and of 
penicillin and local aureomycin failed to alter the 
course of the disease. Three applications of x-irra- 
diation (100 roentgens), infrared therapy, and insulin 
injections likewise failed. 

Surgery appears to offer the most effective treat- 
ment in both the acute and chronic phase of the 
disease. In the former, incision and free drainage 
should be accomplished as soon as fluctuation is 
obtained. 

Careful probing of the abscess cavity should be 
performed at the time of operation; the subcutaneous 
tunnels should be opened and overhanging skin 
margins excised. 

The main plastic surgery in the axilla consists of 
wide excision of all infected skin together with the 
subcutaneous fatty tissue, with removal of all 
sinuses and tracts to the fascia. The defect may be 
repaired with the use of local flaps or by free skin 
grafting. 

Suppurative hidradenitis is described as a clinical 
entity due to infection of the apocrine glands by 
nonspecific organisms; 3 cases are presented in de- 
tail; the possible etiology is discussed and the surgi- 
cal treatment is outlined. Joun H. Monarot, M.D. 


Further Investigations on Getting Patients up from 
Bed Early and on Dicumarol Treatment as a 
Prophylactic for Postoperative Thrombosis. 
Stic. Borcstr6m. Acta chir. scand., 1953, 104: 425 


The author previously reported a study of the 
effects of early ambulation and postoperative dicu- 
marol therapy in the prevention of thromboembolism. 
This study was conducted during the years from 
1946 to 1949 at the Surgical Clinic in Lund. Dicu- 
marol reduced the incidence of thromboembolism to 
one-half in patients older than 45 years. Early 
ambulation also diminished the frequency of thrombo- 
embolism by about one-half in patients of the same 
age group. When both early ambulation and pro- 
phylactic dicumarol therapy were instituted the 
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frequency of thromboembolism was reduced to about 
one-quarter. 

Because of the results of the early study, patients 
at the Surgical Clinic in Lund who are 40 years of 
age or older are given dicumarol after operation for 
prophylaxis against thromboembolism. All patients 
are made to get out of bed early after operations 
with the exception of patients having herniorrhaphies. 
An increased hernia recurrence rate had been found 
after the beginning of early ambulation. 

In the present study the author determined the 
incidence of thromboembolism during the years 1950 
and 1951, during which time all patients 40 years or 
more of age were ambulated early and given pro- 
phylactic dicumarol. The object of the study was to 
determine if the principles for the prophylactic post- 
operative treatment of thrombosis drawn up as a 
result of the earlier study were as efficacious for a 
later series. 

A total of 2,351 patients were studied in 1950 and 
2,109 were studied in 1951. The series for the years 
1950 and 1951 have been compared with a similar 
material of 2,051 cases in the earlier series, for the 
years 1947 to 1949. In the latter series both early 
ambulation and prophylactic dicumarol therapy 
were practiced. 

The frequency of thromboembolism was the same 
in these three series of patients: 1.5 per cent in the 
earlier material, 1.5 per cent during 1950, and 1.4 
per cent during 1951. In spite of the fact that pro- 
phylactic postoperative dicumarol has not been 
given to patients in the age group of 25 to 39 during 
the years 1950 and 1951 the frequency of thrombo- 
embolism during these years was not influenced. It 
stayed at the same relatively low level as in the 
earlier material, and the conclusion can be drawn 
that general postoperative prophylactic dicumarol is 
not necessary in the age group of 25 to 39 years, if 
the patients in this group are made to get out of bed 
early in the postoperative period. 

During the years 1950 and 1951 there were 6 cases 
of fatal pulmonary emboli. All 6 patients were over 
40 years of age. Only 1 patient was sufficiently un- 
der the effect of dicumarol to lower the prothrom- 
bin index to what is considered to be the therapeu- 
tically active level (60-40 index units). Three of 
these patients died before dicumarol therapy was 
started; in 1, dicumarol therapy was considered con- 
traindicated, and 2 died before the desired effect of 
dicumarol had occurred. 

WittiaM T. Fitts, Jr., M.D. 


The Application of ‘“‘De-Antigenized’’ Animal Sera 
As a Blood Substitute for the Human Being 
(Zur Verwendung von “desantigenisierten” Tiersera 
als Blutersatzmittel fuer den Menschen). JoERG 
Vottmar. Langenbecks Arch. u. Deut. Zschr. Chir., 
1953; 77: 104. 

In 1944 Edwards, of England, began treating ani- 
mal plasma with formalin with the object of getting 
rid of the tendencies of animal sera to produce serum 
disease and anaphylactic reactions. This method 
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was taken up by Masson of Barcelona, Spain, in 
1946 and has since spread to practically the whole 
of Europe. The German product is known as “‘Adae- 
quan.” Although the German company has not 
made public its method of manufacture of this prod- 
uct, the author seems to think that there is no reason 
for believing that the method of preparation of this 
product is basically different from the others. 

The author’s experiments with guinea pigs show 
that anaphylactic shock can be produced in these 
animals with intravenous injections (properly spac- 
ed) of this preparation in proper (large) amounts. 

Electrophoretic studies show that the product, as 
procured on the market, is subject to substantial 
variations, both from the qualitative and quantita- 
tive standpoints. Such findings may explain the 
varied opinions of the clinicians who have used this 
product regarding its characteristics and capabilities. 

Microscopic examination of the organs of animals 
which have been given this preparation forlong periods 
of time indicates that the body enzymes are unable 
to break the proteins of this preparation for metabo- 
lic use by the body, but allow it to accumulate in 
various organs (lungs, spleen, liver). 

Finally, the author has received personal com- 
munications from clinicians reporting actual ana- 
phylactic deaths from the administration of this 
preparation. 

For clinical practice, therefore, the author urges 
the utmost care and reserve in the use of such prepar- 
ations. Joun W. Brennan, M.D. 


dlinical Evaluation of Dextran as a Plasma Volume 
Expander. Harry W. Bowman. J. Am. M. Ass., 
1953, 153: 24. 

Plasma volume expanders have recently achieved 
much attention because of the need for stockpiling 
plasma substitutes for the eventuality of an atomic 
attack. The author studied the response of 76 pa- 
tients to infusions of dextran (plavolex) in 6 per cent 
isotonic sodium chloride solution. Dextran is a 
polysaccharide, or polymer of glucose, manufac- 
tured from sucrose by a fermentation process. Other 
plasma expanders to which this is compared are 
albumin, plasma, modified globin, gelatin, and oxy- 
polygelatin, as well as a plastic, polyvinylpyrroli- 
done. In all respects, the author believes that his re- 
sults show that dextran is superior to all of the others. 
In more than 500 infusions, only 2 mild reactions 
were noted and these consisted of urticaria, itching, 
and mild chills, which were easily controlled by 
antipyretics and sedation. 

The plasma volume increases 450 c.c. and the 
blood volume, 550 c.c. after a 500 c.c. infusion of 
dextran. There is a systolic pressure rise and a slight 
diastolic pressure fall. There is also a drop in the 
hematocrit, and this emphasizes the fact that there 
is really no substitute for blood replacement in trau- 
matic or surgical shock in which blood loss is re- 
sponsible for the shock. No antigenicity was ob- 
served and there was no effect on typing and cross- 
matching. Histologic changes as seen with poly- 
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vinylpyrrolidone did not occur. Dextran is not 
retained in the body and is immediately available for 
administration. It can be stored at any temperature 
above the freezing point. All of these factors lead to 
the conclusion that dextran is of great value as a 
plasma expander. Used in conjunction with modi- 
fied human globin (from the red blood cells) it may 
also be of help in severely burned or severely debili- 
tated patients. Haron M. Uncer, M.D. 


The Thorn Test in the Postoperative Period (El 
“test” de Thorn en el periodo post-operatorio). J. 
Gasco and F. Gomar. Cir. gin. urol., 1953, 5: 217. 


Clinical studies on 54 patients are presented. 
Thorn tests with 25 mgm. of ACTH and also with 
“‘cromoxin” were made. The two drugs were crit- 
ically compared and then further studies with 
cromoxin were carried out to determine the eosino- 
phile response. 

It was demonstrated that repetition of the hypo- 
physeal stimulation with either ACTH or cromoxin 
in normal subjects produced a progressive eosino- 
phile increase. The optimum doses necessary to 
produce hypophyseal stimulation were found to be 
I mgm. of cromoxin, when this drug was used. 

In the postoperative period there is a phase of 
absolute eosinopenia which is not modified by cro- 
moxin but it is followed by a phase of transitory 
eosinophilia which is accentuated by the injection 
of either ACTH or cromoxin. 

The correlative eosinogram of the negative Thorn 
test demonstrates a picture of irritation and medul- 
lar response. The eosinogram correlating the posi- 
tive test of Thorn shows a medullary hyperplasia 
with a cellular response. 

W. Foster Montcomery, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Pediatric Care of Burned Children. Artuur H. 
Horo. Plastic & Reconstr. Surg., 1953, 12: 260. 


Burns rank second only to automobile accidents 
as a cause for accidental deaths in young children. 

Treatment to combat shock is of first importance, 
and the author is impressed with the value of corti- 
sone or ACTH in the prevention of irreversible 
shock, in lowering fever, and as an aid in increasing 
the caloric intake and improving the emotional 
outlook of these patients. 

Adrenal cortical extract has a good pressor effect, 
and is of special value in cases of shock associated 
with cerebral anoxia. Morphine, or demerol and 
oxygen should be used. Plasma or blood should be 
given in slightly more than the calculated amounts 
for adults in proportion to body weight. 

In the second or subacute phase of the severely 
burned child, serum protein and nonprotein nitrogen 
determinations give important clues to the state of 
hydration and kidney function. Parenteral fluids 
should not include potassium. Transperitoneal lav- 
age may be considered in extreme cases of lower 
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nephron nephrosis. Both desoxycorticosterone ace- 
tate and ACTH have the effect of reducing the 
serum potassium. 

The author cites a few guide rules regarding 
fluid administration. Amino acids are important in 
chronic cases. Subcutaneous fluid therapy is limited 
by irregular absorption and a tendency to flood the 
system. In infants under 6 months of age, single 
intravenous injections are given easiest in the scalp 
veins. The superior longitudinal sinus and intra- 
peritoneal routes are not to be recommended. The 
continuous intravenous route with polyethylene 
tubing, and continuous or intermittent nasal drip 
are satisfactory routes. Mouth feeding should be 
encouraged, with an attempt to provide 2,500 to 
3,000 calories and vitamins. 

Penicillin alone or in combination with strepto- 
mycin or terramycin is the antibiotic of choice. 
Room temperature and humidity should be con- 
trolled. True encephalopathies are rare but emotional 
factors are extremely important. 

S. Litoyp TE:TELMAN, M.D. 


Experimental Work on the Pathogenesis of Osteo- 
myelitis (Experimentelle Untersuchungen zur Path- 
ogenesis der Osteomyelitis). GERHARD GRUND- 
MANN. Langenbecks Arch. u. Deut. Zschr. Chir., 1953, 
299: 117. 

The author reports on experimental work to pro- 
duce a localized focus of hematogenous osteomyelitis 
in rabbits by the intravenous injection of staphylo- 
cocci and simultaneous irradiation of the metaphysis 
of the tibia, ulna, and radius with a given dose of 
ultrasound waves. 

Previously these 3 to 5 months old rabbits had 
been vaccinated with the same type of staphylococci. 
The dose of ultrasound waves administered was 
harmless to the control animals. Some of the control 
animals had also been vaccinated. 

According to the author several conditions have 
to be fulfilled in order to produce a localized focus of 
osteomyelitis. 

1. The animal has to be in a stage of “hyperergia.”’ 
During this stage a much smaller stimulation of the 
focus is sufficient to start a reaction. This stage of 
hyperergia is one of the three stages necessary for 
complete immunization of the body against a given 
agent (incubation, hyperergia, and immunity). The 
author could recognize the stages in the animals by 
titration of the “precipitin” in the blood serum. The 
titer of the animals in which a localized focus was 
produced was 1/10 (series 7). If the animals were at 
the peak of hyperergia (series 5) with a titer from 
1/1000 to 1/40,000, the injection caused anaphylac- 
tic shock and death. In animals with a titer of 1/100 
(series 4) there was generalization. 

2. Stasis and peristasis causing hyperemia around 
the metaphysis are necessary. They cause a slowing 
down of the blood stream in the end arteries of this 
region and allow the microbes to act in greater num- 
ber and to pass through the walls of the vessels. Ac- 
cording to the stage of the process of immunization 
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a greater or smaller local stimulation is necessary to 
start this reaction. During the phase of hyperegia 
the least stimulation is sufficient, but in the normal 
stage only a major injury will cause a reaction. 

3. The anatomical predisposition of the metaphy- 
sis of young bones to osteomyelitis is explained. In 
these regions it is easier to get sufficient stasis and 
hyperemia because of the large end arteries and the 
impossibility of venous decongestion. 

The author concludes that acute hematogenous 
osteomyelitis is an infectious disease. It is the third 
phase of the cycle (local infection, generalization, 
and manifestation in an organ). The spreading of 
the infecting organisms from the original focus is 
mostly continuous and occurs in small quantities. 
This leads to cellular sensibilization of the host. In 
this process the host goes through a period of incu- 
bation, hyperergia, and immunity. On the basis of 
the stages that are prevalent very different courses of 
the disease may be caused by the same dose and viru- 
lence of a given infecting agent. It may be a ful- 
minating or a chronic infection. Osteomyelitis is 
only a special form of generalization. 

The author reminds us that other factors also play 
a contributing role in the genesis of osteomyelitis. 
These may be exogenous (nutrition, trauma, cli- 
mate) or endogenous (age, sex) in nature. The viru- 
lence of the agent is another factor. 

Only a few of the authors’ findings are reported 
here. More information is contained in the original 
article. J. C. Mutter, M.D. 


Results of Recent Investigations of the Problem of 
Generalized and Local Traumatic Tetanus 
(Neue Untersuchungsergebnisse zum Problem des 
allgemeinen und lokalen Wundstarrkrampfes). 
HERBERT KLENSCH. Medizinische, 1953, p. 1445. 


The author suggests that, because of the excellent 
results that have been obtained in the prevention of 
tetanus, and the control of the disease that can be 
achieved with the aid of curare and narcotics while 
the toxin is being eliminated from the body, insuffi- 
cient attention has been given to the pathologic 
physiology of the disease. 

He discusses, in turn, the manner of spread of the 
tetanus toxin, the pathologic and physiologic changes 
in the muscles, the action of the toxin in the central 
nervous system, and the resulting clinical symptoms. 
With reference to the spread of the toxin, he believes 
that the contention that tetanus toxin spreads along 
nerve pathways cannot stand the test of exacting 
investigation. 

Experimentally, a local tetanus of the hind leg of 
the mouse can be induced when tetanus toxin is in- 
jected at a neutral site, such as the midline of the 
back, and a nonspecific irritant substance, such as 
diluted mustard, is injected subcutaneously in the 
leg. He states that this demonstrates the fact that 
an extension of the toxin from the site of injection 
along the nerves to the spinal cord does not come 
into consideration as a cause for the local tetanus. 
A local tetanus of the leg can also be induced when 
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in addition to the local irritant (mustard) another 
agent which increases the irritability of the central 
nervous system, such as strychnine, is injected, 
either at a distance or along with the mustard in the 
paw. In this mannera localized “strychnine tetanus” 
has been demonstrated for the first time, which 
cannot be distinguished from a localized traumatic 
wound tetanus. 

This investigation demonstrates that localized 
traumatic tetanus is essentially a form of reflex 
tetanus resulting from abnormally increased afferent 
stimuli of an abnormally irritated central nervous 
system and that the concept of a specific influence 
on the musculature or nerves is superfluous. 

Such a localized tetanus cannot be induced by 
local stimuli alone, and without increased irritability 
of the central nervous system from the toxin or 
strychnine. SuMNER L. Kocn, M.D. 


The Surgical Treatment of Radiation Dermatitis 
(Le traitement chirurgical des radiodermites). C. 
DUFOURMENTEL and J. TERQUEM. Presse méd., 1953, 
61: 1239. 


The authors discuss the symptomatology and treat- 
ment of radiodermatitis and describe in detail the 
technique of extirpation of the necrotic ulcers, fol- 
lowed by skin grafting. Not only roentgen therapy, 
but also the handling of radioactive compounds in 
the watch industry may cause this type of dermatitis 
with serious sequelae of long duration. Irradiation 
with very short wave lengths is the most damaging 
and dangerous because of the delayed reaction; re- 
peated application of apparently harmless doses is 
just as hazardous as one single large dose. 

From the clinical point of view, it is customary to 
differentiate between acute or early dermatitis and 
chronic or late dermatitis. The former is frequently 
accompanied by excruciating pains whereas the lat- 
ter is painless—at most, causing some itching. 

However, the authors state that this differentia- 
tion is too schematic, and various transition stages 
between the two types occur in many cases. Early 
radionecrosis often develops into chronicity with 
characteristic torpid ulcers. There is always the dan- 
ger that these chronic ulcers ultimately degenerate to 
malignancy. Some authors go so far as to state that 
eventually every chronic radiodermatitis will degen- 
crate into a malignant epithelioma. 

The authors believe that extirpation followed by 
a skin graft is the treatment of choice. If the base 
of the wound appears insufficiently vascularized after 
extirpation, a pedicled graft is preferable to free 
transplantation. The authors present 10 cases in 
which treatment by this method was carried out. 
In 9 of these, complete cure was obtained; the tenth 
was much improved. | WERNER M. Sotmitz, M.D. 


Clinical Studies with Carbomycin. Put. R. MAn- 
NING, Puitip N. Jones, and Roy S. BiGHAM, JR. 
N. England J. M., 1953, 249: 758. 


Carbomycin is an antibiotic with primarily bac- 
teriostatic properties, and supposedly is effective 
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against gram-positive organisms. This drug was 
used to combat acute infections in a group of 30 
otherwise healthy young males in the Armed Forces. 

Acute beta-hemolytic streptococcus pharyngitis 
or tonsillitis was present in 23 patients who were 
treated with dosages varying from 200 to 500 mgm. 
of carbomycin every 6 hours. In this group 18 
patients showed clearing of the streptococci from 
their throat cultures in 48 hours. There were 2 
failures and 1 relapse which were later managed 
successfully with other antibiotics. In 7 of the cured 
patients there was a temporary fever rebound of 
mild nature. Carbomycin sensitivity studies were 
done on the initial throat cultures of 7 of the 
patients. 

One patient with exudative tonsillitis due to coagu- 
lase-positive staphylococcus aureus became afebrile in 
24 hours and had a clear throat culture in 48 hours. 
One patient with pneumococcal lobar pneumonia 
responded well to carbomycin with lowering of the 
temperature in 18 hours and go per cent clearing of 
the chest film in a week. The dosage was 300 mgm. 
every 6 hours for 5 days and 200 mgm. every 6 hours 
for 3 more days. 

Five patients with acute gonorrheal urethritis 
were treated with 500 mgm. every 6 hours for 2 to 3 
days with failure in each one. In 4 patients there 
was a temporary decrease in the discharge but it be- 
came profuse again in 48 hours and smears continued 
to show the typical gram-negative intracellular and 
extracellular diplococci. 

Other than a brief period of nausea in 1 patient 
and mild diarrhea in 4 other patients, there were no 
toxic manifestations. There was no evidence of 
granulocytic suppression, abnormal elements in the 
urine, or albuminuria. 

Carbomycin is of value in the treatment of some 
gram-positive infections, but “‘does not appear to re- 
place any of the more established antibiotics.” 

Victor M. BERNHARD, M.D. 


ANESTHESIA 


Anesthesia and the Bloodless Field. W. N. Rotta- 
son. Current Res. Anesth., 1953, 32: 280. 


The control of persistent bleeding from the site of 
operation has always remained an important prob- 
lem. From 1946 on, when Gardner first described 
the method of arteriotomy as a means of reducing 
bleeding during neurosurgery, many procedures have 
been described for this purpose. Ganglionic block- 
ing agents have been in use since 1945 when Acheson 
and Moe first introduced the tetramethylammonium 
ion. Since then, safer compounds (the methonium 
group) have been tested and are in use. The author 
discusses 400 cases in which pentamethonium and 
hexamethonium iodies were used as a means of pro- 
viding bloodless operative fields. The former group 
was used in 180 of the total number of cases. The 
dosage employed varied from 20 to 400 mgm., and 
in 80 per cent of the cases the pressure was kept 
between 60 and 85 mm. Hg. at heart level. 
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In describing the technique used, the author dis- 
cusses the importance of the preoperative workup. 
Induction is with thiopentone followed by a cock- 
tail containing flaxedil, 5 per cent pethidine, and the 
methonium iodide. The fit adult under 40 years of 
age receives an initial dose of 100 mgm. of hexa- 
methonium iodide; patients over 40 get 50 mgm.; 
hypertensives and those over 60 years get 20 mgm. 
After intubation with the largest possible size endo- 
tracheal tube, a semiclosed technique with to-and- 
fro absorption is used and an oxygen concentration 
of approximately 30 per cent is maintained; how- 
ever, in thoracotomies, when one lung is collapsed, 
and when the patient is in a steep Trendelenburg 
position, the oxygen concentration is brought up to 
50 per cent. The patient is maintained in apnea by 
hyperventilation. The systolic blood pressure is 
kept between 60 and 70 mm. Hg., and a few minutes 
are allowed between induction and incision to allow 
for drainage of blood away from the operative site. 
The position of the patient on the operating table 
should be such that the area being operated upon is 
highest and the legs are dependent. Additional 
doses of pethidine and flaxedil are injected as neces- 
sary. In young patients, if the blood pressure tends 
to rise above 70 mm Hg,, additional doses of somgm. 
of hexamethonium iodide are given, though with a 
proper utilization of posture a bloodless field can be 
assured at pressures reaching as high as 100 Hg. 
systolic. 

Blood and electrolyte loss should be replaced as 
accurately as possible. The author describes in 
detail a fairly simple method of estimating blood 
lost during surgery. To counteract any residual 
relaxant effect, an average dose of 2.5 mgm. of 
prostigmine and 1/100 gr. of atropine are given to- 
gether intravenously over a period of 2 or more 
minutes. 

The postoperative systolic blood pressure is gen- 
erally between 80 and 100 mm. Hg. If the pressure 
is below this, the patient is kept in the Trendelen- 
burg position; vasopressors are not given, to avoid 
oozing and hemorrhage. On return to the ward the 
pulse and the blood pressure are checked half-hourly 
until the latter stabilizes at above 100 mm. Hg. (usu- 
al time taken, 1 to 6 hours). 

The potential danger of the technique lies in pos- 
sible interference with adequate oxygenation of the 
vital organs. In the absence of anoxia, while a 
pressure of as low as 30 mm. Hg. systolic is compati- 
ble with life, it is advisable not to let the pressure 
drop below 60 mm. Hg. Cerebral metabolism is 
greatly reduced by thiopentone narcosis so that the 
slight diminution of oxygen supply under induced 
hypotension does not become dangerous. Estima- 
tions of cerebral venous oxygen at pressures of 50 
mm. Hg. show no anoxia; however, it is preferable 
to avoid the reversed Trendelenburg position if 
hypotensive anesthesia is employed. In the absence 
of anoxia there is no evidence of coronary ischemia 
at pressure levels between 70 and 60mm. Hg. Renal 
blood flow is not significantly altered by pressure 
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levels around 4934 mm. ug., though glomerular fil- 
tration stops at pressures below 50 mm. Hg. 

The procedure is probably best not employed in 
the presence of coronary or cerebral atherosclerosis, 
established shock or a hypotensive state, any form 
of anoxia, hypoproteinemia, in the presence of poor 
renal function, in cesarean sections (as fetal asphyxia 
may ensue), and in certain cardiac lesions, because 
of the possibility of impairment of coronary circula- 
tion in an already damaged heart. If properly em- 
ployed this technique has many advantages, includ- 
ing (among others) less blood loss, fewer transfusions 
with diminished transfusion hazards, shorter oper- 
ating time, shorter postoperative morbidity, and 
lessened explosion hazards. 

Ranges C. Caaxravorty, M.D. 


Controlled Hypotension with Arfonad in Neuro- 
surgery with Special Reference to Vascular 
Lesions. SHEILA ANDERSON and Wy LIE MckKis- 
sock. Lancet, Lond., 1953, 2: 754. 


An analysis is made of the results obtained during 
52 craniotomies in which arfonad was used as a 
hypotensive agent. Arfonad is a vasodepressor with 
ganglion-blocking and direct vasodilator activity. 
Its chemical name is d-3,4-(1',3’-dibénzyl-2’-ketoi- 
midazolido)-1, 2-trimethylene thiophanium d-cam- 
phor sulfonate. 

The advantages offered by induced hypotension 
during neurosurgery include (among others) reduced 
operating time, lessened postoperative morbidity, 
reduced bleeding, less chance of herniation of the 
brain through the dural opening’ and decreased 
intracranial pressure. The methonium compounds 
are efficient hypotensive agents but they have the 
disadvantage of being comparatively slow-acting. 
Also, after the initial dose repeated injections have 
less effect. This defect is overcome to some extent 
by combining procaine amide with hexamethonium 
bromide. 

In comparison, arfonad is a short-acting agent and 
hence was tried in this series. Induction of anesthe- 
sia was done with thiopentone and a relaxant, the 
patient was intubated, and an intravenous drip set 
up containing arfonad. The blood pressure was 
recorded specially after positioning the patient in 
25 to 30 degrees reverse Trendelenburg, and the drip 
was slowly started so that at the opening stages the 
patient’s pressure was near 80 mm. Hg. systolic. On 
opening the dura the blood pressure is further lower- 
ed to 60 to 70 mm. Hg., and maintained at this level 
unless it has to be lowered further, as at the time of 
excision of an aneurysm. In the later stages, before 
the dura is closed, the pressure is returned to near 
100 mm. by stopping the infusion and levelling the 
patient. After controlling extradural bleeding points 
and replacing the bone flap the pressure is again 
lowered to around 80 mm. Hg. to prevent blood loss 
from the skin flap. Anesthesia is maintained by 
nitrous oxide and oxygen with small doses of re- 
laxants added as necessary. With this technique, 
transfusion was necessitated only in 2 cases. 














In 2 cases, within 48 hours after surgery the wound 
had to be reopened for removal of a postoperative 
blood clot. There were 4 postoperative deaths; in 
none of these patients was there reason to believe 
that the induced hypotension had anything to do 
with the fatality. Only in 1 case was there any 
difficulty in lowering the blood pressure satisfac- 
torily; however, adequate operating conditions were 
provided in this patient by maintaining the systolic 
pressure at a level of 80 mm. The low level of pres- 
sure was easily maintained although arforad had to 
be supplemented with procaine amide in 2 cases (in 
one patient to reduce the pressure to very low levels 
and in the other to control tachycardia). There was 
a lapse of 1 to 20 minutes after stopping the drip, for 
the pressure to be restored. Flattening of the table 
was adequate to overcome this disadvantage except 
in 2 cases in which 5 mgm. of methedrine were in- 
jected for a quick response. 

The authors cite 3 illustrative cases and conclude 
that arfonad is a satisfactory hypotensive agent in 
neurosurgery, with distinct advantages over the 
methonium compounds, especially in the presence 
of vascular anomalies. 

Ranges C. Cuaxravorty, M.D. 


Complications Associated with the Use of Con- 
trolled Hypotension in Anesthesia. L. JEn- 
NINGS Hampton and Davin M. Litt te, Jr. Arch. 
Surg., 1953, 67: 549. 

The proper evaluation of the controlled hypoten- 
sion technique and a true estimate of its place in 
anesthetic and surgical practice are dependent upon 
a knowledge both of complications as well as the 
beneficial effects for the individual patient. Though 
bleeding has been controlled in the past by arteri- 
otomy and by preganglionic sympathetic blockade, 
the introduction of the methonium compounds, in 
1948, led to widespread use of the technique of in- 
duced hypotension. More recently, arfonad and 
pendiomid have made possible more readily con- 
trollable forms of ganglionic blockade in combina- 
tion with proper positioning of the patient. 

Because complications of controlled hypotension 
are to be expected, and yet (owing to the enthusiasm 
of proponents of the technique) have not been em- 
phasized in the literature, questionnaires were sent 
to 602 members of the Association of Anesthetists of 
Great Britain and Ireland in an attempt to obtain 
completely anonymous and unbiased reports of the 
technique, most particularly the fatal and nonfatal 
complications that had been encountered in its use. 
Of these questionnaires, 48 per cent were completed 
and returned, reporting use of the technique in over 
21,000 cases. In this series 46 mortalities were 
reported, of which 42 were probably associated with 
the hypotensive procedure, giving an incidence of 
one death in 500 cases. Nonfatal complications 
occurred 549 times and were related mainly to cere- 
bral, coronary, and renal circulations. 

A similar questionnaire was mailed to diplomates 
of the American Board of Anesthesiology, and the 
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results formed the basis of the present report. There 
were 67.7 per cent of replies from 144 anesthesiolo- 
gists who reported the use of such procedures in 
6,805 patients. The complications included diseases 
of various branches of the vascular tree, hepatic and 
renal disease, and blood volume disturbances. 
From these statistics it was shown that one method 
of decreasing the number of complications associated 
with controlled hypotension is that of maintaining a 
systolic blood pressure of 80 mm. Hg or above. In 
the American series, 50 deaths were reported. 

In summary, 28,000 cases were reviewed by means 
of questionnaires to show that there were certain 
complications inherent in the technique itself. The 
American series contained data of statistical signifi- 
cance which indicated that in inducing hypotension, 
80 mm. Hg is the critical level of systolic blood pres- 
sure above which complications are infrequent. 
Though the technique may prove markedly benefi- 
cial in carefully selected cases it must be remembered 
that it is a physiological trespass, and should be used 
only in specially indicated cases. 

Mary Karp, M.D. 


Sympathetic Blockade with Procaine and Procaine 
Amide. Prevention and Treatment of Distur- 
bances of Cardiac Rhythm During Anesthesia. 
(Vegetative Blockade mit Novocain und Novo- 
cainamid. Verhuetung und Behandlung von Her- 
zrhythmusstoerungen waehrend der Narkose.) L. 
ZUERN. Thoraxchirurgie, 1953, 1: 215. 


The author is presenting a consideration of pro- 
caine as a convulsion-producing poison similar to 
cocaine. A re-evaluation of this drug reveals the 
following characteristics: 

The importance of dosage. Three quarters of a gram 
given subcutaneously to a human being can produce 
slight symptoms of intoxication. Occasional convul- 
sions after subcutaneous injection were considered 
due to intravenous absorption, for which reason in- 
travenous administration was not used for a long 
time. However, the toxicity of procaine is increased 
by an approximately double dose of epinephrine. 
Within the last 10 years it has been shown that the 
time factor as well as concentration play an impor- 
tant part in the intravenous use of procaine. Pro- 
longed administration by means of intravenous drip 
without increasing a certain blood level has proved 
most satisfactory. Thus, up to 9.0 gm. of procaine 
have been injected during the course of several hours 
without any untoward effects. The history of the 
intravenous use of procaine is given. 

In the first part of the article the author discusses 
the use of procaine as a supplement to anesthesia. 
As such an adjunct to anesthesia it is capable of 
lowering the amount of anesthetic agents required. 
In small dosage, producing hypalgesia, its toxic ef- 
fects do not become apparent. Ether and chloroform 
with the use of procaine lower the convulsion 
threshold; barbiturates increase the tolerance. 

The author’s experiences are based upon 165 
anesthesias with evipal, nitrous oxide and oxygen, 
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and curare, mostly for abdominal surgery. Up to 
1.5 gm. of procaine have been given intravenously; 
the average amount was 300 mgm. in a 1 per cent 
solution. Thus, the consumption of evipal was 
lowered to 50 per cent, there was less irritating 
cough, marked reduction of bronchial secretion, and 
a very good postoperative course. 

The same good results were obtained in a study of 
220 patients who were given the drug “‘causat,” a 
combination of procaine, luminal and atropine. It is 
pointed out particularly that extraordinary stable 
circulation and shock resistance have been observed. 
According to pharmacologists and physiologists, pro- 
caine inhibits depolarization by blocking the ion 
exchange at the end plate. Therefore it is supposed 
to have a true ganglionic blocking effect. It first 
paralyzes the vagal ganglia, and with increasing 
dosage blocks transmission of the stimulation to 
sympathetic ganglia. Thus, undesirable reflexes 
are abolished by paralysis of the sympathetic synap- 
ses. These facts give procaine an important place 
among all the drugs which are being used today for 
performing surgery under sympathetic protection. 

In the second part of the article the author dis- 
cusses the role of procaine in prophylaxis and ther- 
apy of cardiac irregularities. The best results have 
been observed in 18 intracardiac operations. Special 
emphasis is placed upon prophylaxis. 

As far as the use of procaine amide is concerned, 
which has been in use for 10 months, the following 
indications are reported: operations on the lungs 
and esophagus (77 patients), intracardiac operations 
(28 patients), and instances associated with poten- 
tiated anesthesia, according to the technique of 
Laborit and Huguenard in the last 14 intracardiac 
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operations. However, dosage must be less when it is 
used with potentiated anesthesia. 

On the basis of his own experience the author 
proposes that this drug become an indispensable 
part of anesthetic management. A considerable liter- 
ature is appended. Epitx Simanpt, M.D. 


Death Following the Use of Efocaine. Report of a 
Case. ALDEN L. ANGERER, Hunc H. Su, and 
JEROME R. HEAb. J. Am. M. Ass., 1953, 153: 550. 


The use of the long-acting local anesthetic, efo- 
caine, to lessen postoperative pain had been widely 
accepted before complications were reported follow- 
ing its injection into soft tissues and around regional 
nerves. The authors report the case of a patient who 
died pursuant to the administration of efocaine. 

The patient, a 55 year old male who had bilateral 
pulmonary tuberculosis, suffered from intercostal 
neuralgia which was the sequela of a right thora- 
coplasty. Following injection (without aspiration) 
of 1.5 c.c. of efocaine into the eighth intercostal space 
the patient collapsed, had back and leg pain, devel- 
oped paralysis of the legs, became anesthetic in the 
lower half of his body, and lost bladder control. 
Forty-four hours later he died of respiratory failure 
and shock. 

Postmortem examination demonstrated focal ne- 
crosis of the spinal cord, local thromboangiitis of the 
intercostal vessels near the site of injection, and 
terminal pneumonia. A rough estimate of cerebro- 
spinal fluid procaine content was 50 mgm. per 100 
c.c. The route by which the efocaine reached the 
subarachnoid space was not determined. The inter- 
costal veins or the perineural sheath were thought to 
be likely avenues. LEonarp D. RoseNnMAN, M.D. 














ROENTGENOLOGY 


The Chordomas (I cordomi). AuGusto Cirta. Radiol. 
med. Milano, 1953, 39: 876. 


After observing 8 chordomas (histologically sub- 
stantiated) at the Roentgenological Institute of the 
University of Milano, Italy, and at its oncological 
institute, and studying the reports of 56 selected 
instances of chordoma in the literature, the author 
attempted to determine the nature and extent of the 
neoplasm prebiopsically; that is, he studied the 
patients clinically and roentgenologically. 

In the first place the chordoma tends to develop 
relatively late in life, after the forty-fifth year. In 
fact, this age incidence is of some help in the dif- 
ferentiation of the cranial chordoma from the cranio- 
pharyngioma, the latter neoplasm tending to attack 
the younger individual. An adiposogenital syn- 
drome is also found in the younger patient. Cyster- 
nography may disclose the suprasellar origin of the 
craniopharyngioma, as the chordoma tends to develop 
toward the pharyngeal region. As for other cranial 
tumors (meningioma, sarcoma of the cranial base, 
and hypophyseal tumor) some diagnostic aid may 
result from the tendency of the cranial chordoma to 
undergo peculiar calcification changes; however, these 
changes are very seldom of a pathognomonic char- 
acter. Differentiation from tumor of the epipharynx, 
with which the chordoma is most likely to be con- 
fused, is perhaps best left to biopsy because of the 
accessibility of this growth. 

In chordoma of the vertebral column the roentgeno- 
logic picture is that of an osteolytic lesion originat- 
ing in the center of the vertebral corpus. The mass 
also tends to show some areas of calcification. How- 
ever, the diagnosis of chordoma, solely on the basis of 
the clinical and roentgenological findings, is fre- 
quently an arduous task. The diagnoses made up to 
this time have depended upon the biopsy findings. 
Perhaps some help may be obtained roentgeno- 
logically from the so-called honeycombed appearance 
of the early lesion. In the late development of the 
chordoma the osteolytic processes are always much 
more pronounced than the eburnating changes. 

The chordoma of the sacrococcygeal region is the 
most common type. Its roentgenologic changes are 
not as pathognomonic as they are unusual. They 
may be considered as extensive osteolytic altera- 
tions alternating with dilatation of the bone. These 
changes are best seen in laterolateral projection, and 
when considered together with the age of the in- 
dividual and the long duration of the tumoral de- 
velopment, they may give some clue as to the nature 
of the neoplasm. Characteristic changes in the an- 
teroposterior projection are the increase in width of 
the sacrum itself, and the peculiar ice tongs appear- 
ance of the sacrum in the advanced cases of chordoma. 
The sacrum may present a normal roentgenological 
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appearance for a long time. This is due to the ten- 
dency of the tumor to develop through the foramina 
to the surface of the bone. Later, however, the fora- 
mina tend to become enlarged and reveal the peculiar 
osteoporotic outlines of the osteolytic processes 
peculiar to this neoplasm. 

Joun W. BRENNAN, M.D. 


Early Diagnosis of Bronchiogenic Carcinoma with 
a Simple Contrast Filling of the Bronchial 
Tree (Beitrag zur Fruehdiagnose des Bronchial-Ca 
durch einfache Kontrastdarstellung des Bronchial- 
baums). E. Litse, W. MERTIN, G. FRUHMANN, and 
B. Kiun. Fortsch. Roentgenstrahl., 1953, 79: 179. 


Although the incidence of bronchiogenic carcinoma 
is on the increase, only 20 per cent of the patients are 
operable when first diagnosed. Modern thoracic 
surgery has brought the surgical mortality down to 
10 or 15 per cent. The distressing fact remains that 
unless this lesion is diagnosed and operation is done 
in the very first few months, help is beyond reach. 
The early suspicious symptoms are chronic cough, 
chest pain, hemoptysis, and unmotivated sputum. 
Not all patients having symptoms like these can be 
or want to be submitted to bronchoscopic and 
bronchographic examination. When x-ray studies 
finally point to bronchiogenic carcinoma and en- 
doscopic studies are done, it is usually too late. The 
authors describe a method of early diagnosis of 
bronchiogenic carcinoma without difficult instru- 
mentation which can be used easily in large groups of 
people (industrial purposes), for poor-risk indi- 
viduals, and in all suspected cases. It is a very sim- 
ple matter and is called “‘Kernschatten”’ bronchogra- 
phy (Vorfeld method). 

Basically, this method of bronchography consists 
in the inhalation of a contrast medium (iodiphen, 
perabrodil, or barium sulfate in oil and water.) These 
substances (suprasonically nebulized) are forcibly 
distributed into the patient’s bronchial tree by a jet 
arrangement. The procedure is absolutely safe and 
is performed under topical anesthesia. A very 
detailed description of the technique is given. Excel- 
lent bronchiophotographs illustrate the findings. 

Orto Weiss, M.D. 


A New Type of Contrast Medium for Intravenous 
Cholecystography (Ein neuartiges Kontrastmittel 
fuer die intravenoese Cholezystographie). W. 
FROMMHOLD. Fortsch. Roentgenstrahl., 1953, 79: 283. 


It is not at all rare that after oral cholecystography 
residuals of contrast material are seen in the intes- 
tines. (Boettner and Schlegel report an incidence of 
25 per cent). According to reports, in about 90 per 
cent of the cases with negative findings disease of the 
hepatobiliary system can be assumed. On the other 
hand, negative findings in oral cholecystography can 
also be caused by derangements of the absorptive 
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mechanism of the gastrointestinal tract. Intravenous 
cholecystography eliminates the factors that are 
incident to gastrointestinal abnormalities and re- 
duces the length of time necessary for visualization. 

Recently, a new contrast medium was submitted 
for trial for intravenous cholecystography. This was 
the di-sodium salt of adipin acid (-di-(3-carboxy-z, 4, 
6-triiodoanilid)), marketed under the name of 
biligrafin. The dose is 4 gm. of the active agent in 20 
c.c. of a 20 per cent (isotonic) solution. 

Earlier, some side effects were observed. For the 
most part these were eliminated by slower injections, 
5 minutes for 20 c.c. The iodine content (64.3%) is 
higher than in biliselektan (52%) and makes visuali- 
zation of the biliary duct system possible in a greater 
percentage of cases. Rabbit experiments following 
ligation of the cystic duct indicate 3.1 as against 1.5 
gm. per cent concentration of the solution in the liver 
bile for biligrafin and biliselektan, respectively. 

The highest concentration in the biliary system is 
reached within about 10 minutes after intravenous 
injection. Serialograms show filling of the large bile 
ducts within 15 to 30 minutes after injection. In 
favorable cases intrahepatic radical visualization is 
possible. The optimal density is reached in about 2 
hours with biligrafin although some individualiza- 
tion of timing is required. In postoperative chol- 
angiography, serial films are required as early as 15 
minutes following the injection. 

The toxicity of biligrafin is low. Since iodine is 
well bound in the molecule there is practically no 
splitting of it in the body. In the rat, the 50 per cent 
lethal dose is 3.4 as compared with 0.39 gm. for each 
of telopaque, monophen, and biliselektan. 

Epwarp D. Hupacx, M.D. 


Percutaneous Splenic Venography. V. GvozpANno- 
vic, E. HAUPTMANN, E. NAJMAN, and B. OBERHOFER. 
Acta radiol., Stockh., 1953, 40: 17. 


A technique for percutaneous splenic roentgenog- 
raphy is presented. The needle puncture is very im- 
portant as is gentle pressure in injecting the 70 per 
cent urokon into the splenic parenchyma. Serial 
films are taken at various time intervals. 

Nine of 14 percutaneous splenic venographies 
were normal. Two cases showed varicosities of the 
esophagus and stomach. The site of portal obstruc- 
tion was localized and the collateral circulation was 
demonstrated in 1 patient. In 3 cases operative 
splenic venography confirmed the findings of the 
percutaneous route. It was also shown that con- 
trast media remained longer in areas of infarction 
than in normal parenchyma. 

No significant abnormalities of the capsule could 
be found at surgery. No serious complications to the 
percutaneous route have been encountered. How- 
ever, 1 patient died of exsanguination after a diag- 
nostic splenic puncture. 


The authors are of the opinion that percutaneous 
splenic venography is safe and that it may be of 
value in cases of portal hypertension with con- 
comitant splenomegaly as well as in cases suggestive 
of thrombosis of the portal vein. The procedure is 
contraindicated in chronic infections and hemor- 
rhagic diathesis on account of possible bleeding into 
the abdominal cavity. STEPHEN SEDLAK, M.D. 


Signal Skeletal Metastases from Renal Carcinoma. 
Report of 3 Cases with Special Roentgen 
Features. CHARLES W. McCLANAHAN and Louis 

J. Bonann. Am. J. Roentg., 1953, 70: 387. 


Three uniquely similar cases of solitary osseous 
metastases from carcinoma of the kidney are report- 
ed. The lesions all occurred in the lower part of the 
left humerus and mimicked primary bone tumors 
roentgenographically. Two of the patients suffered 
from hypernephroma, while the third patient had a 
papillary adenocarcinoma of the kidney. 

The frequency of solitary osseous metastases from 
renal carcinoma is emphasized. The literature is 
reviewed extensively. ALFRED S. BERNE, M.D. 


MISCELLANEOUS 


A Study of the Iodine-Concentrating Function of 
the Thyroid after Treatment with Radioactive 
Iodine. Lars-GuNNAR LARSSON and INGER RAGN- 
HULT. Acta radiol., Stockh., 1953, 39: 477: 


Single therapeutic doses of I'*! were administered 
to 23 patients with hyperthyroidism and to 10 
euthyroid cardiac patients. These doses were meant 
to produce subtotal ablation of the thyroid function. 

The actual effect of this irradiation on thyroid 
function was then rechecked with tracer doses of 
I'31 at 2 to 4 months and 5 to 8 months to determine 
whether a subtotal destruction took place. 

In the hyperthyroid group the majority of the pa- 
tients had a lower I'*! uptake at 2 to 4 months than 
at 5 to 8 months. In most instances the 5 to 8 
months’ study showed uptakes lower than pretreat- 
ment uptakes. (In 4 patients tracer studies done at 
8 to 10 months showed uptakes similar to the 5 to 8 
months’ recordings). 

In the euthyroid group similar findings were 
noted. 

In both groups a small number of patients had 
very low initial uptakes which never improved and 
these patients were definitely hypothyroid clinically. 

This study shows that regeneration of functioning 
thyroid tissue does occur after therapeutic doses of 
3! for hyperthyroidism. Since only a small num- 
ber of patients were made definitely hypothyroid 
there is a wide range of safety between complete and 
subtotal ablation of thyroid function with the usual 
dosage for hyperthyroidism. 

ALFRED S, BERNE, M.D. 

















CLINICAL ENTITIES--GENERAL PHYSIO- 
LOGICAL CONDITIONS 


A Study of the Revascularization of Stored Homo- 
logous Bone Grafts by Means of Radioactive 
Phosphorus. Cirrrorp L. KrEHN and DonaLp M. 
GLover. Plastic & Reconstr. Surg., 1953, 12: 233. 


Clinical evidence and microscopic appearance has 
established the virtue of bone bank bone when used 
as a graft after being stored at low temperatures. 
It has, however, been pointed out that stored homo- 
logous grafts when used instead of autogenous bone 
transplants result in as much as 11 per cent of failures 
and considerably more time is necessary when heal- 
ing occurs. The effectiveness of any tissue transplant 
depends, first, on its developing blood supply and, 
second, on the reaction of the host to the transplant. 

The authors discuss a method for determining the 
effective revascularization of stored homologous 
bone grafts. Frozen bone grafts were prepared and 
stored for a period of from 30 to 143 days. These 
grafts were allowed to regain room temperature at 
the time of transplantation. One half of the grafts 
were boiled to insure devitalization and placed in 
subcutaneous pockets on one side of the chest wall 
of a homologous dog. The unboiled pieces were 
placed in similar pockets on the opposite chest wall. 
P®? was used as a tracer. This was given intraven- 
ously immediately after the transplantation pro- 
cedure, in a dose of 300 microcuries. Portions of the 
transplanted bone were removed at weekly intervals 
and the amount of P®? was recorded in counts per 
minute per gram of tissue. 

All of the experiments showed that both the boiled 
bone and the stored homologous bone grafts had 
almost identical readings for their ability to take up 
P®, As to the vacularization of the grafts, it is 
thought that both the stored and the boiled bone 
has a similar propensity for revascularization. How- 
ever, in all of the experiments the bone grafts had 
less ability to revascularize than the autogenous bone 
grafts which were used as controls. The homologous 
bone grafts stored for 51 days had the highest ability 
to take up the P*, while those stored for 143 days 
had the least ability. 

In addition to demonstrating the effective ability 
of homologous bone grafts to revascularize, the au- 
thors present a method of determining the optimum 
type of bone graft based on its ability to become 
vascularized. Haroip M. Uncer, M.D. 


Reactions of Healing Wounds and Granulation 
Tissue in Man to Auto-Thiersch, Autodermal 
and Homodermal Grafts. THEopORE GILLMAN, 
Jack PENN, Doris Bronxs, and Marie Rovux. 
Brit. J. Plast. Surg., 1953, 6: 153. 


Wound healing in these various situations is 
analyzed on the basis of a clinical study of 3 cases 
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of burns, of 30 cases in which various types of graft- 
ing operations were performed, and of a series of 
experiments conducted on 6 human volunteers. 

In the human volunteers, Thiersch grafts were cut 
from the inner side of the arm. The donor site was 
then divided into marked areas, some of which were 
left untreated, while others were covered with small 
auto-Thiersch grafts, autodermal grafts, or homo- 
dermal grafts. Biopsies were taken at intervals from 
these areas and studied, often by serial sections. 

A large amount of detailed data has been as- 
sembled, and numerous conclusions have been 
formulated. Some of these are as follows: 

1. The downward growing processes from the 
newly formed surface epithelium on Thiersch donor 
sites are regarded as “pseudo” rete pegs, rather than 
true ones. These “pseudo” rete pegs may become 
detached to form epithelial islands, which in turn 
may undergo keratinization to form epithelial pearls, 
or may undergo cyst formation. In either event, the 
nidus may be surrounded by a foreign body type of 
reaction. 

2. When auto-Thiersch grafts are applied to such 
a donor area, an enormous number of cysts is formed 
at the line of junction—many of them by the 
process described. These cysts distend and rupture 
to the surface so that the final surface covering is 
derived from the lining of these cysts. The original 
dermal portion of the graft becomes infiltrated by 
connective tissue and blood vessels from the donor 
site, and is ultimately replaced by scar. 

3. Autodermal grafts (derived from Thiersch 
grafts by trypsin digestion and separation) behave 
similarly to untreated Thiersch grafts when applied 
to a donor area. They become invaded by connec- 
tive tissue and blood vessels from the underlying 
donor area. The grafts become covered with epi- 
thelium from the surrounding untreated donor site, 
and this epithelium also grows into and through the 
granulations underneath the dermal grafts. This 
invading epithelium under the grafts becomes de- 
tached from its lateral parent area, forming numer- 
ous cysts which rupture to the surface and form the 
new surface. 

4. The reactions to homodermal grafts are very 
similar to those evoked by autodermal grafts except 
that the homodermal grafts evoke a much more 
vigorous proliferation of the host epithelium. The 
impression gained was that both autodermal and 
homodermal grafts take on a donor site and although 
they do not appear to give rise to permanent new 
cells derived from themselves, they act by stimulat- 
ing host epithelial and connective tissue growth, and 
by inhibiting the formation of exuberant granula- 
tions. Neither autodermal nor homodermal grafts 
become gangrenous or slough. 

5. The possible significance of these findings is 
discussed. Frank McDoweE Lt, M.D. 


o 
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Cystic and Cavernous Lymphangioma. Joun D. 
Briccs, FREDERICK LEIx, WiLtIAM H. SNYDER, 
and LAWRENCE CHAFFIN. West. J. Surg., 1953, 61: 
499. 


The authors report their experience with 56 cases 
of lymphangioma in patients seen at the Los 
Angeles Children’s Hospital. The following conclu- 
sions were drawn: 

1. More than one-half of these tumors are pres- 
ent at birth, and most of the remainder appear dur- 
ing the first 2 years of life. 

2. The ideal treatment would appear to be 
surgical excision of the tumor. 

3. Incomplete excision invites recurrence of the 
lesion, while complete excision should rarely be 
followed by subsequent growth of the tumor. 

4. Because of progressive extension of some of 
these tumors, early surgical removal should be 
undertaken. Joun J. Matoney, M.D. 


Results of Phase Contrast Examination of Sur- 
gically Removed Malignant Tumors (Ergebnisse 
der phasenoptischen Untersuchung operativ entfern- 
ter boesartiger Tumoren). K. ADERHOLD and H. 
SrERING. Langenbecks Arch. u. Deut. Zschr. Chir., 
1953, 275: 257- 

The successful surgical treatment of malignant 
tumors is based on early diagnosis. Malignant 
lesions can often be detected early since tumor cells 
exfoliate and may be found in body secretions on 
cytological study. The cytogical characteristics may 
be changed by the process of fixation and staining 
methods. The author, therefore, offers a phase opti- 
cal approach to avoid possible damage to the cells 
and their nuclei. 

The vital cytological examination with the phase 
microscope (Zernike) offers an unusually rich con- 
trast picture of the nuclei and the cytoplasm of 
the cells. There are other advantages of this method; 
i. e., it is less complicated, less expensive, and less 
time-consuming, and it can be used in every sus- 
pected case of malignant tumor. This is true 
especially in pulmonary carcinoma in which 
occasionally bronchography is not sufficient and 
bronchoscopic biopsy is barely possible, as in bron- 
chostenosis or upper lobe involvement. In lung 
cancer, positive results have been obtained in 80 per 
cent of the cases studied. 

Tumors which are clinically on the borderline of a 
benign or malignant character, frequently show 
malignantlike features. An especially rich contrast 
picture is obtained of lymphogranulomas. Negative 
findings, of course, do not rule out the malignant 
character. Cytological studies are reliable and can 
be used in gastric, duodenal, or urogenital tract 
tumors. In prostatic cancer, massage is done and 
the material is examined by the slide phase optical 
method. Positive results were noted in 80 per cent 
of the suspected cases. Orvitte F. Grimes, M.D. 


INTERNATIONAL ABSTRACTS OF SURGERY 


MEDICAL JURISPRUDENCE 


An Improved Mechanical Heart and Lung Appara- 
tus; Its Use During Open Cardiotomy in Experi- 
mental Animals. BERNARD J. MILLER, JoHN H. 
GIBBON, JR., and CHARLES FINEBERG. Med. Clin. 
N. America., 1953, 37: 1603. 


The authors present an improved extracorporeal 
mechanical heart and lung circuit with which the 
cardiorespiratory functions of 19 dogs were main- 
tained during the occlusion of the venae cavae with 
a survival rate of 13 of the 19 dogs used. Fifteen 
additional experiments are reported. In 1o of the 
animals the right atrium was widely opened and in 
5 animals the right ventricle was widely opened. 
Fourteen of the 15 animals survived this experiment. 

A method was developed and reported for remov- 
ing the cardiac venous blood from the opened heart 
chamber without loss and automatically returning 
the blood to the venous side of the extracorporeal 
circuit without causing hemolysis of the blood. In 
the 25 experiments reported there was an average 
increase of 3 millimols per liter of fixed acids in the 
blood during the perfusions, which was compensated 
by the removal of the excess of carbon dioxide from 
the blood, thus maintaining the pH within normal 
limits. 

The 25 experimental procedures were conducted 
over a longer perfusion period and opening the 
cardiac chambers more widely, but maintaining an 
overall mortality lower than that previously reported. 

W. Foster Montcomery, M.D. 


An Attempt To Produce Peptic Ulcer by Phrenic- 
Vagus Anastomosis in Dogs. T. STEwArt HEs- 
Lop, B. SCHOFIELD, W. THORPE CATToN, D. E. 
WriGuT, and PAMELA A. BurstatL. Brit. J. Surg., 
1953, 41: 92. 

The authors attempted to produce peptic ulcer in 
dogs by anastomosing the central end of the phrenic 
nerve to the distal end of the vagus trunk imme- 
diately above the diaphragm. Histologic sections 
and oscillographic recordings revealed that a satis- 
factory growth of phrenic fibers had occurred into 
the distal trunk of the vagus. The animals remained 
in excellent health, however, and analysis of the 
basal gastric secretions of 3 dogs with Mann-Bollman 
fistulas revealed no changes in acid or pepsin secre- 
tion. At postmortem examination of these animals, 
no pathologic changes were found in the gastro- 
intestinal tract. 

The authors attempt to explain why no physio- 
logic changes occurred despite the morphological 
demonstration of reinnervation by the phrenic 
nerve. It is believed that there was failure of func- 
tional connection between the phrenic fibers and the 
vagal secretory endings. Presumably an adequate 
period of time had been permitted to elapse for such 
connections to occur. GeorcE L. Narpt, M.D. 











